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HEARING ON THE NOMINATION OF 
MICHAEL J. KUSSMAN, M.D., TO BE UNDER 
SECRETARY FOR HEALTH, DEPARTMENT OF 
VETERANS’ AFFAIRS 


WEDNESDAY, MAY 16, 2007 

U.S. Senate, 

Committee on Veterans’ Affairs, 

Washington, DC. 

The Committee met, pursuant to notice, at 10 a.m., in Room 562, 
Dirksen Senate Office Building, Hon. Daniel K. Akaka, Chairman 
of the Committee, presiding. 

Present: Senators Akaka, Murray, Tester, Webb, Craig, and 
Burr. 

OPENING STATEMENT OF HON. DANIEL K. AKAKA, CHAIRMAN, 
U.S. SENATOR FROM HAWAII 

Chairman Akaka. The hearing of the U.S. Senate Veterans’ Af- 
fairs Committee will come to order. 

I note that we have a series of votes scheduled for 10:30. My 
hope is that we can withhold all opening statements, and move di- 
rectly to the testimony of the first panel as we consider the nomi- 
nation of Dr. Michael Kussman to serve as Under Secretary for 
Health of the Department of Veterans Affairs. When we return 
from votes, we can proceed with opening statements and hear from 
our nominee. Dr. Kussman. But in the meantime, we will proceed 
with the panel. 

But before we do that, I want to make a special introduction and 
that is of Dr. Kussman’s wife, Ginny. Ginny, it is good to have you 
here, also Josh, who is here, as well as Josh and Deana’s signifi- 
cant others, as well, here with us today for this very, very special 
hearing. 

I welcome our first panel of witnesses. We have invited each of 
you to hear your perspective on Dr. Kussman’s qualifications to be 
Under Secretary for Health for the Department of Veterans Affairs. 

First, I welcome Dr. Darrell Kirch, President of the Association 
of American Medical Colleges since July of 2006. Dr. Kirch, thank 
you so much for being here today. I look forward to hearing your 
views on Dr. Kussman from the perspective of VA’s medical school 
affiliations. 

Dr. Fred Frese is a respected clinician and is here on behalf of 
the National Alliance on Mental Illness. 

I also welcome Douglas Mitchell of the Association of VA Social 
Workers. It is important to have VA employees represented at this 

( 1 ) 
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hearing, and I am glad that you could make it here to provide us 
with your perspective. 

Finally, I have asked Robert Wallace of the Veterans of Foreign 
Wars to speak for his organization regarding Dr. Kussman. Mr. 
Wallace, as a representative of those who rely on VA health care 
and the health care system, your opinion is particularly important. 

Again, I want to thank all of you for being here today. 

Your full statements will appear in the record of the Committee. 

[The prepared statement of Hon. Daniel K. Akaka follows:] 

Prepared Statement of Hon. Daniel K. Akaka, Chairman, 

U.S. Senator from Hawaii 

This hearing is to consider the nomination of Michael J. Kussman, M.D., to be 
VA’s Under Secretary for Health. 

Dr. Kussman, your nomination comes before the Senate at a difficult and chal- 
lenging time for VA. The terrible conditions at Walter Reed put a spotlight on VA 
health care. With each passing day, more and more servicemembers are returning 
with serious traumas and injuries, which for some will mean a lifetime of care from 
VA. As servicemembers reach out to VA, inevitably we hear tragic stories of those 
who did not get the care they needed. 

There is no doubt that mental health issues will also be a challenge for VA. A 
truth of the war is that the toll will be felt by servicemembers and their families 
for years to come. I am talking about invisible wounds — wounds which cannot be 
seen but are every bit as devastating as physical wounds. 

VA’s Under Secretary for Health is one of the most important public servants. The 
next Under Secretary will guide the VA medical system at a time when so many 
new veterans will be turning to VA. From my vantage point, VA was not prepared 
to deal with the types of injuries stemming from this war. Capacity must be rebuilt. 
And the next Under Secretary will have this challenge. 

I urge you, Dr. Kussman: if you are confirmed, to first and foremost serve as an 
advocate for veterans. I am quite cognizant of the constraints placed upon you by 
the White House and 0MB. I promise you my full cooperation and assistance, but 
I tell you now, that I will not be satisfied unless you work to uphold the promises 
made to all our troops. 

May I call first on Dr. Kirch. 

STATEMENT OF DARRELL G. KIRCH, M.D., PRESIDENT, 
ASSOCIATION OF AMERICAN MEDICAL COLLEGES 

Dr. Kirch. Mr. Chairman, Members of the Committee, I very 
much appreciate the opportunity to testify in support of Dr. 
Kussman today. As you said, I am Darrell Kirch and I serve as the 
President of the Association of American Medical Colleges. We rep- 
resent the 125 medical schools in the United States and 107 of 
those schools are closely affiliated with the VA. We also represent 
over 400 major teaching hospitals, and that includes 68 VA medical 
centers. 

It has been more than six decades that America’s medical schools 
and the VA have had this remarkable partnership around research, 
education, and patient care. I have to say that relationship means 
a great deal to me personally. The majority of my clinical experi- 
ences as a medical student, as a resident in training, happened in 
VA medical centers. The physicians, the staff of the VA, but most 
of all, the patients of the VA were among the finest teachers I had 
in my career. Additionally, my first exposure to the excitement of 
medical research and the beginning of my career as a medical sci- 
entist came seeing studies conducted at the VA to improve 
patient care. 



3 


It is really clear to me from the work of the Joint VA-AAMC 
Deans Liaison Committee we have that Dr. Kussman takes a great 
deal of pride in this special relationship and partnership, and it is 
also clear to me from his distinguished career that his first priority 
is ensuring first-class health care for the Nation’s veterans. 

Before I speak specifically to why I think he is so well-suited to 
carry forward our joint mission, I do want to mention two items 
that are in my written testimony that I think are critically impor- 
tant to our Nation going forward. The VA plan to increase support 
for graduate medical education by adding 2,000 residency positions 
over the next 5 years is absolutely vital at this time to our Nation. 
It is increasingly clear with the growth and aging of our population 
we face a severe physician shortage and this will help us dramati- 
cally with that. 

The second point I wanted to underscore is the urgent need to 
increase funding for the VA Medical and Prosthetic Research Pro- 
gram. This attracts high-caliber clinicians, scientists, to deliver 
care, conduct research at the VA facilities, and it is my hope that 
Dr. Kussman, the Administration, and this Congress can work to 
provide more funding for that program. 

But turning my attention to Dr. Kussman and the VA Deans Li- 
aison Committee, I can highlight four things that I have seen 
under his stewardship where we are making great progress. 

First, we have worked with Dr. Kussman and the VA staff to en- 
sure that the Blue Ribbon Panel on Medical School Affiliations will 
have measurable outcomes. We want this panel to help us establish 
specific criteria so that we can look at each affiliation and evaluate 
its health as a partnership. 

Second, to prevent conflicts of interest, the VA has very appro- 
priately determined that we have to have limits on remuneration 
from affiliated institutions for VA employees who serve at the level 
of chief of staff or above. We have been pleased, though, to work 
with Dr. Kussman and the VA to ensure that while these arrange- 
ments scrupulously avoid conflicts of interest, they also address 
concerns that prohibiting certain kinds of academic compensation 
could hinder the VA’s ability to recruit the best staff from its 
affiliates. 

The third thing we have worked on under Dr. Kussman’s leader- 
ship has been a pilot of the new hours bank concept for the way 
part-time physicians can work at the VA. 

Medical work is very complex and the hours bank will allow 
medical faculty who also have appointments at the VA to work 
more efficiently to negotiate pay schedules and get the job done for 
patients. 

And then last, we have worked with Dr. Kussman to ensure that 
the changes required by the Veterans’ Health Care Eligibility Re- 
form Act of 1996 would not adversely affect the affiliations, and we 
are very pleased that recognizing the benefit of the affiliated train- 
ing programs, the VA has concluded that contract awards that 
overlap with medical education have to be weighed by additional 
factors beyond just the pure contract cost. 

I thank you for the opportunity to testify today. I congratulate 
Dr. Kussman on his nomination and I personally very much look 
forward to working with him and continuing what is a truly re- 
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markable partnership for America. I will be happy to answer any 
questions you have at any point. 

[The prepared statement of Dr. Kirch follows:] 

Prepared Statement of Darrell G. Kirch, M.D., President and Chief 
Executive Officer, Association of American Medical Colleges 

Good morning. Mr. Chairman, Members of the Committee, I would like to thank 
you for the opportunity to testify in support of Dr. Michael J. Kussman’s nomination 
as Under Secretary for Health at the Veterans Health Administration (VHA) of the 
U.S. Department of Veterans Affairs (VA). 

My name is Dr. Darrell G. Kirch and I am President and Chief Executive Officer 
of the Association of American Medical Colleges (AAMC). The AAMC is a nonprofit 
association representing all 125 accredited U.S. medical schools; nearly 400 major 
teaching hospitals and health systems, including 68 Department of Veterans Affairs 
medical centers; and 94 academic and scientific societies. Through these institutions 
and organizations, the AAMC represents 109,000 faculty members, 67,000 medical 
students, and 104,000 resident physicians. 

For more than 60 years, academic medicine and the VA have enjoyed a remark- 
able partnership in our joint missions of medical education, research, and patient 
care. This relationship is especially meaningful to me because the majority of my 
own clinical experience as a medical student and resident occurred in VA medical 
centers. The physicians and staff, and especially the patients, of the VA were among 
my finest teachers. Additionally, my first exposure to the excitement of biomedical 
research, leading to my own career in science, came through studies being conducted 
at the VA to improve patient care. 

Dr. Kussman understands that the first priority is the patient. And throughout 
his distinguished military career, he has dedicated himself to ensuring world-class 
health care for our Nation’s military servicemen and women. Dr. Kussman also un- 
derstands that veteran care can be improved by the partnerships the VA has built 
with medical schools and teaching hospitals. 

In my comments today, I would like to tell you more about the relationship be- 
tween the VA and academic medicine — and why I believe Dr. Kussman’s leadership 
will be pivotal in carrying forward our joint missions of education, research, and pa- 
tient care, with the goal of ensuring the best care for our Nation’s veterans. 

HISTORY OF VA — ACADEMIC AFFILIATIONS 

Our longstanding association with the VA began shortly after World War H when 
the VA faced the challenge of an unprecedented number of veterans who would need 
medical care and a shortage of qualified VA physicians to provide these services. At 
the same time, medical schools had been looking for ways to expand graduate med- 
ical education opportunities to accommodate all physicians who had entered the 
armed services without completing specialty training. 

Responding to these pressing needs. President Truman signed Public Law 79-293, 
providing the legal basis for the VA to affiliate with schools of medicine and estab- 
lishing the VA Department of Medicine and Surgery, the predecessor of the VHA. 
Less than a month after this law went into effect, the VA published Policy Memo- 
randum No. 2, the “Policy on Association of Veterans’ Hospitals with Medical 
Schools.” This memorandum officially launched our partnership with the VA, ena- 
bling medical schools to staff VA hospitals with top-notch medical school faculty 
physicians, residents, and interns. The affiliated VA facilities, in turn, would pro- 
vide medical schools with new venues in which to conduct research and educate 
young physicians. 


VA GRADUATE MEDICAL EDUCATION 

Today, the VA manages the largest graduate medical education training program 
in the United States, with 107 of the Nation’s 125 accredited allopathic medical 
schools now affiliated with VA medical centers. The VA system accounts for approxi- 
mately 10 percent of all graduate medical education in the country, supporting more 
than 9,000 full-time medical residency training positions. More than half the Na- 
tion’s physicians receive some part of their medical training in VA hospitals, as over 
31,000 medical residents and 16,000 medical students rotate through the VA health 
system each year. 

As our Nation once again faces a critical shortage of physicians, the VA has been 
the first to respond. Under Dr. Kussman’s leadership, the VA plans to increase its 
support for graduate medical education, adding an additional 2,000 positions for 
residency training over the next 5 years. The expansion will begin in July 2007 
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when the VA adds 341 new positions. These training positions will address the VA’s 
critical needs and provide skilled health care professionals for the entire Nation. 
The additional residency positions also will encourage innovation in education that 
will improve patient care, enable physicians in different disciplines to work together, 
and incorporate state-of-the-art models of clinical care — including VA’s renowned 
quality and patient safety programs and electronic medical record system. 

VA MEDICAL AND PROSTHETIC RESEARCH 

The VA research program is another important element of the affiliations that Dr. 
Kussman is charged to oversee. The VA Medical and Prosthetic Research program 
is one of the Nation’s premier research endeavors and attracts high-caliber clini- 
cians to deliver care and conduct research in VA medical facilities. The program is 
supported by a dedicated source of funding available only to physicians with full- 
or part-time VA appointments. As a result, our Nation’s medical schools use VA re- 
search as a recruiting tool to attract top-quality physicians. The VA currently sup- 
ports over 3,800 researchers, of whom nearly 83 percent are practicing clinicians 
who provide direct patient care to veteran patients. As a result, the VHA has a 
unique ability to translate progress in medical science directly to improvements in 
clinical care. 

As we move forward, it is imperative that the Administration work with this Con- 
gress to reverse the recent flat-funding for VA Medical and Prosthetic Research. The 
VA needs significant growth in its annual research and development appropriation 
to develop solutions for new conditions prevalent among our most recent veterans, 
as well as continuing the groundbreaking research that has benefited veterans of 
previous wars — and certainly our Nation as a whole. 

Of course, state-of-the-art research requires state-of-the-art technology, equip- 
ment, and facilities. In coordination with increases in the research budget, the Ad- 
ministration must also ensure a steady stream of resources dedicated to renovating 
existing research facilities. An environment that promotes excellence in teaching 
and patient care as well as research will help VA recruit and retain the best and 
brightest clinician scientists. 

VA — AAMC DEANS LIAISON COMMITTEE 

Finally, I would like to talk briefly about the VA — ^AAMC Deans Liaison Com- 
mittee — a standing committee of medical school deans and VA officials, including 
the Chief Academic Affiliations Officer, the VA Chief Research and Development Of- 
ficer, and three Veterans Integrated Service Network (VISN) directors. Dr. Kussman 
and I meet regularly with this committee to maintain an open dialogue between the 
VA and academic medical centers and provide advice on how to better manage their 
joint affiliations. The agendas usually cover a variety of issues raised by both par- 
ties and range from ensuring information technology security to the integrity of sole- 
source contracting directives. 

At its most recent meeting last February, the VA-Deans Liaison Committee re- 
viewed the remarkable progress being made on several VA initiatives under the 
stewardship of Dr. Kussman in his capacity as VA Acting Under Secretary for 
Health. These include: 

• Establishment of the Blue-Ribbon Panel on Veterans Affairs Medical School Af- 
filiations — This panel will provide advice and consultation on matters related to the 
VA’s strategic planning initiative to assure equitable, harmonious, and synergistic 
academic affiliations. During the panel’s deliberations, those affiliations will be 
broadly assessed in light of changes in medical education, research priorities, and 
the health care needs of veterans. The AAMC has worked with Dr. Kussman and 
VA staff to ensure that this will be an operational commission with measurable out- 
comes. Similarly, we have discussed the aspiration that the panel would facilitate 
putting in place criteria for evaluating the “health” of individual affiliation relation- 
ships. 

• Development of VA Handbook on VHA Chief of Staff Academic Appointments — 
To prevent conflicts of interest or the appearance thereof, the VA has determined 
that limits on receiving remuneration from affiliated institutions are necessary for 
VHA employees at levels higher than chief of staff. While it is important to ensure 
that remuneration agreements do not create bias in the actions of VHA staff, prohi- 
bition of certain compensation from previous academic appointments (e.g., hono- 
raria, tuition waivers, and contributions to retirement funds) could significantly 
hinder the VA’s ability to recruit staff from their academic affiliates. The AAMC has 
worked with Dr. Kussman and VA staff to develop a mutually amicable agreement 
that considers this balance. 
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• Piloting the VA physician time and attendance/hours bank — Monitoring physi- 
cian time and attendance for the many medical faculty holding joint appointments 
with VA medical centers has been complicated and inefficient. The VHA has accept- 
ed the “hours bank” concept to improve the tracking of part-time physician attend- 
ance. Under the hours bank, participating physicians will be paid a level amount 
over a time period agreed to in a signed Memorandum of Service Level Expectations 
(MSLE). This agreement will allow the supervisor and participating physician to ne- 
gotiate and develop a schedule for the upcoming pay period. A subsidiary record will 
track the number of hours actually worked, and a reconciliation will be performed 
at the end of the MLSE period to adjust for any discrepancies. A pilot for this pro- 
gram has been successfully completed under Dr. Kussman’s leadership. 

• Implementing health care resource contracting for veterans’ care — VA Directive 
1663 implements provisions of the “Veterans Health Care Eligibility Reform Act of 
1996” (Public Law 104-262), which expands VA’s health care resources sharing au- 
thority. Dr. Kussman and VA staff have worked with the AAMC to ensure that 
these changes would not adversely affect the VA’s academic affiliations. As a result, 
the VA determined that sole-source contract awards with affiliates must be consid- 
ered the preferred option whenever education and supervision of graduate medical 
trainees is required. Similarly, the decision to compete contracts for services over- 
lapping programs in which the facility has graduate medical education training in 
place must be weighted by additional factors beyond the contract costs. The decision 
must consider all implications to the business, including the impact to the facility’s 
training program, which is a direct contributor to the facility’s productivity and may 
provide beneficial offsets. 

Mr. Chairman and Members of the Committee, I hope my testimony today has 
provided a better understanding of the extraordinary partnership between academic 
medicine and the VA, and in particular, the strong leadership Dr. Kussman has pro- 
vided in many of our joint endeavors. I am confident that as Under Secretary for 
Health, Dr. Kussman’s outstanding track record in public service as well as in put- 
ting patients first will combine to strengthen what has become the Nation’s largest 
integrated health system. 

Once again, I would like to thank the Committee for this opportunity to appear 
here today and to congratulate Dr. Kussman on his nomination. Over the last 60 
years, we have made great strides toward preserving the success of our affiliations. 
I look forward to working with Dr. Kussman in the future to strengthen these model 
partnerships between the Eederal Government and nonfederal institutions. I am 
happy to answer any questions the Committee may have now or at a later date. 
Thank you. 

Chairman Akaka. Thank you very much. 

Dr. Frese? 

STATEMENT OF FREDERICK J. FRESE III, PH.D., MEMBER, 

NATIONAL BOARD OF DIRECTORS, NATIONAL ALLIANCE ON 

MENTAL ILLNESS 

Mr. Frese. Chairman Akaka, Ranking Member Craig, Senator 
Murray, Senator Tester, and the other Members of the Veterans’ 
Affairs Committee, thank you very much for inviting me. I am Fred 
Frese. I am here to give voice for the National Alliance on Mental 
Illness, NAMI, on the nomination of Michael Kussman, M.D., to be 
Under Secretary for Health of the Department of Veterans Affairs. 

My formal statement was submitted earlier and I ask that that 
be included in the record. The statement provides the Committee 
background on myself and background on NAMI, on whose national 
Board of Directors I have been serving for most of the last 12 
years. With over 200,000 members and 1,200 chapters in every 
State, NAMI is the Nation’s largest membership organization that 
advocates for the mentally ill. 

At the outset, lest there be any doubt, the Committee and Dr. 
Kussman should know that NAMI supports his nomination to be 
Under Secretary for Health, albeit with some reservations, which 
I would like to discuss. 
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Mr. Chairman, I have a personal connection with these issues. In 
addition to being a psychologist and medical school faculty mem- 
ber, I am also a service-connected disabled veteran. In 1966, while 
serving in the Marine Corps, I was diagnosed with schizophrenia. 
I have been treated for this condition mostly by the Veterans’ Ad- 
ministration, both in hospitals, and I have been in ten times, and 
as an outpatient. I believe I am an example of someone with a seri- 
ous mental illness who can still contribute positively to American 
society. I am providing this Committee with my history to validate 
that mentally ill veterans such as myself can, in fact, serve in use- 
ful capacities and need not be shunted away or locked away in in- 
stitutions. This, indeed, is the heart of NAMFs message, as well. 

We at NAMI are deeply involved in the care of veterans and the 
veterans’ mental health programs nationwide because many of our 
family members and many of us are veterans. On the ground every 
day, we see the effects of national veterans service organizations 
that have been reported in the Independent Budget for years, every 
year for 21 years now, regarding the chronic underfunding of vet- 
erans’ health care. Funding shortages have caused deterioration in 
many VA programs, including those about which we are most 
concerned. 

As veteran consumers and monitors, we know the VA programs 
that treat mentally ill veterans certainly need more funding for 
staff, administrative help, program development, technology, equip- 
ment, furnishings, et cetera. Our veterans, whether new ones from 
the current wars or previous military service, depend on the good 
will of key officials, such as Dr. Kussman, to meet the needs of 
those of us with these disabilities. 

In that regard, we are particularly pleased that the VA’s Na- 
tional Mental Health Strategic Plan has been put together to re- 
form its mental health program, taking from the President’s New 
Freedom Commission’s recommendations on mental health. It has 
been designed and is beginning to be implemented very well and 
we are very pleased about that. 

However, the Government Accountability Office documented re- 
cently the VA’s failure to spend millions of available dollars for im- 
portant initiatives that would continue these VA reforms. We ask 
the Committee to closely monitor the VA’s investments and pro- 
grams in mental health to guarantee funding that will remain 
available and will be used for the purposes which you would want 
them used. 

NAMI desires a closer relationship with Dr. Kussman and those 
who work on mental health policy. A number of obstacles have 
emerged recently that become somewhat problematic. 

NAMI is represented on the Consumer Affairs Council of the 
VA’s Committee on Care of the Seriously and Chronically Mentally 
111 Veterans, also known as the SMI Committee, authorized under 
Section 7321, Title 38 of the U.S. Code. 

Historically, the SMI Committee was an independent voice evalu- 
ating the VA. Recently, however, the activities of this Committee 
have been cut back and those of us both with the VSOs and con- 
sumer organizations have not had the input into this Committee 
that we have had in the past. 
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Mr. Chairman, thousands of our troops have been exposed to 
massive explosions in Iraq and Afghanistan and come away appar- 
ently unharmed. We believe that these explosions have been called 
the signature injury of this war. Both Congress and NAMI will 
need to depend on Dr. Kussman’s judgment to ensure needs of 
these veterans, as well as veterans from other wars, need to be ad- 
dressed. 

Mr. Chairman, NAMI appreciates your invitation to testify and 
I will be pleased to answer any questions you may have for me on 
any of these issues. Thank you very much. 

[The prepared statement of Mr. Frese follows:] 

Prepared Statement of Frederick J. Frese III, Ph.D., Member, National 
Board of Directors, National Alliance on Mental Illness 

Chairman Akaka, Ranking Member Craig, and Members of the Senate Committee 
on Veterans’ Affairs: 

The National Alliance on Mental Illness (NAMI) appreciates your invitation to 
provide testimony regarding the President’s nomination of Michael J. Kussman, 
M.D., to be Under Secretary for Health of the Department of Veterans Affairs (VA). 
My statement today constitutes a joint effort by our NAMI Veterans Council, ably 
chaired by Mrs. Mary Gibson of Waco, Texas, as well as our full national NAMI 
Board of Directors, on which I serve as a member and also as Chairman of its Vet- 
erans Subcommittee. 

At the outset, lest there be any doubt, I want the Committee and Dr. Kussman 
to know that NAMI supports his nomination to be Under Secretary for Health, al- 
beit with some reservations that I will discuss in more detail in this statement. 

With 210,000 members, NAMI is the Nation’s largest organization representing 
and advocating on behalf of persons with serious brain disorders that manifest in 
chronic mental health challenges. Through our 1,200 chapters and affiliates in all 
50 states, NAMI supports education, outreach, advocacy and biomedical research on 
behalf of persons with serious brain disorders such as schizophrenia, manic depres- 
sive illness, bipolar disorder, major depression, severe anxiety disorders and other 
major mental illnesses affecting children and adults. 

In addition to serving on the NAMI Board, I have a very personal connection to 
these issues. I am a veteran. In 1966 while serving in the U.S. Marine Corps, I was 
selected for promotion to the rank of Captain. During that period I was first diag- 
nosed as having the brain disorder schizophrenia — perhaps the most severe and dis- 
abling mental illness diagnosis. Over the years since my original diagnosis, I have 
been treated within the VA health care system, both as an inpatient at the VA hos- 
pital in Chillicothe, Ohio, and as an outpatient. I believe I am an example of some- 
one with a serious mental illness who can still contribute positively to American so- 
ciety. During the past three decades I have functioned as a clinical psychologist and 
an administrator, served as Director of Psychology at Western Reserve Psychiatric 
Hospital for a 15-year period, and coordinated the Summit County Recovery Project 
to assist persons in recovery from mental illness to integrate into the vocational and 
social framework of greater Akron. 

I hold degrees from Tulane University, the American Graduate School of Inter- 
national Management, and masters and doctoral degrees in psychology from Ohio 
University. I am currently an Assistant Professor of Psychology in Clinical Psychi- 
atry in the psychiatry departments at both Case Western Reserve University and 
the Northeastern Ohio Universities College of Medicine. At the latter facility, I lec- 
ture psychology interns and third year medical students, as well as third and fourth 
year psychiatry residents. Additionally during the past several years I have been 
invited to deliver annual lectures at the Uniformed Services University of the 
Health Sciences and the George Mason University Law School. I am providing the 
Committee this personal history not to boast, but to validate that mentally ill citi- 
zens like me can still serve in useful capacities and need not be shunted aside or 
locked in institutions. 

Mr. Chairman, our veteran members established the NAMI Veterans Council and 
Veterans Subcommittee to assure that closer attention is paid to mental health 
issues in the Department of Veterans Affairs (VA), not only at the national level, 
but also within each Veterans Integrated Service Network (VISN). The NAMI Vet- 
erans Council includes members from each of VA’s 21 VISNs, and in that capacity 
we advocate for an improved VA continuum of care for veterans with severe and 
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persistent mental illnesses. The council is composed of persons with mental ill- 
nesses, relatives of persons with mental illnesses, or friends with mental illnesses 
who have an involvement and interest in issues affecting veterans who suffer from 
severe and persistent mental illness. Some of the roles that Veterans Council mem- 
bers play include serving in liaison to VISNs; providing outreach to national vet- 
erans service organizations; educating Congress on the special circumstances and 
challenges of severe mental illness in the veteran population; and, working closely 
with NAMI state and affiliate offices on issues affecting veterans. Also our Veterans 
Council Executive Committee holds regular monthly conference calls where featured 
speakers present new information on developments in treatment, research, service 
delivery and service initiatives for veterans and active military servicemembers or 
dependents with severe and persistent mental illness. We also use these opportuni- 
ties to stay informed of national developments in Congress and the executive branch 
that affect veterans struggling to recover from mental illnesses. 

Much has been reported in the news in the past few months about conditions at 
the Walter Reed Army Medical Center. Our organization — dedicated to advancing 
health care, research and improving social understanding on matters that deal with 
dysfunction of the human mind — was deeply disturbed as were you at hearing how 
combat veterans recovering from serious disabilities, including mental and emo- 
tional problems, were being maltreated and mistreated by the system then in place 
at Walter Reed. Adjusting to and recovering from, disability, whether it is physical 
or mental, is a challenge in itself that can rival the crossing of a mighty river 
against the current. But when that challenge is made more difficult by a layering 
of mindless but “official” bureaucracy, delay, confusion, lost records, intimidation, 
threats, hazing and other inexcusable behaviors displayed in multiple reports of the 
media, this is doubly disturbing to us. These veterans should be treated more de- 
cently, with compassion and with care, assured that their needs are going to be met 
by a grateful government, not one that is bent on minimizing the cost of war by 
reducing or hiding the liability for their injuries and illnesses. One of the bitter- 
sweet lessons that may be learned from this war is that the ultimate cost to the 
human beings who had to actually fight it cannot be hidden from public view. We 
hope that this shameful episode in the facility’s history has been laid to rest with 
renewed intentions and actions to improve our care of American military heroes. No 
veteran should be treated this way. 

NAMI members are deeply involved in the care of veterans in VA’s mental health 
programs nationwide because many are family members of those veterans. Some of 
us are those veterans. On the ground every day we see the effects of what the na- 
tional veterans service organizations have reported through the Independent Budget 
for years: chronic underfunding of veterans’ health care. Funding shortages and 
emergency supplemental appropriations, combined with the regular employment of 
Continuing Resolutions as stopgap measures to provide financial resources for VA 
health care, have caused deterioration in many VA programs, including those about 
which we are concerned. 

We are particularly concerned that VA’s “National Mental Health Strategic Plan” 
to reform its mental health programs, has been stalled by VA’s over-arching finan- 
cial problems. The General Accountability Office (GAO) issued a startling report last 
year to your House counterpart Committee documenting VA’s failure to spend sev- 
eral millions of available dollars in pursuit of important initiatives that would con- 
tinue moving VA in the right direction to reform its mental health programs. The 
Veterans Council Executive Committee met a few months ago with Dr. Ira Katz, 
Deputy Chief Patient Care Services Officer for Mental Health, to discuss his plans 
to improve the allocation of funds dedicated to the initiatives under the new stra- 
tegic plan. We hope Congress will closely monitor VA’s implementation of the new 
strategic plan to ensure it meets that promise. 

Mr. Chairman, we ask today: Is Michael Kussman qualified to be Under Secretary 
for Health? Speaking for NAMI, I must say that, while we have observed his pres- 
ence in VA health care for several years, and are generally aware of his distin- 
guished military career, it is fair to say that we at NAMI really do not know Dr. 
Kussman as well as we desire to know him. While serving as Chief Patient Care 
Services Officer, Dr. Kussman supervised the mental health programs of the De- 
partment. In that capacity and also during his term as Deputy Under Secretary, Dr. 
Kussman contributed positively to VA’s corporate decision to engage and adopt con- 
cepts from the President’s New Freedom Commission on Mental Health. He is to 
be commended for this stance. More recently as Acting Under Secretary, Dr. 
Kussman distinguished himself by making a number of comments in the media con- 
cerning the state of mental health of our fighting force in Iraq and Afghanistan. 
This statement is illustrative: 
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“Readjustment and reintegration issues are very common among servicemen re- 
turning from any combat. A large portion of people have this temporary reaction. 
These are normal reactions to abnormal situations and are not considered mental 
illnesses.” {Washington Post, March 1, 2006) 

NAMI commends Dr. Kussman’s view that we should not stigmatize veterans who 
need care for adjustment disorders that may be temporary in nature following a pe- 
riod of combat exposure. We strongly believe no one with a mental illness should 
be stigmatized, whatever the cause. However, some veterans of war come home with 
serious problems, including deep-seated mental health problems. We trust Dr. 
Kussman believes these veterans’ needs must be addressed by a caring VA. 

As an organization concerned about the mental health of hundreds of thousands 
of Dr. Kussman’s patients, NAMI desires to have a closer relationship with Dr. 
Kussman and those who work with him in mental health policy in Washington. A 
number of issues have emerged to make those relationships problematic, but should 
you confirm him we hope to work with Dr. Kussman to relieve them. Let me give 
you some pertinent examples. 

NAMI is represented on the consumer affairs council associated with VA’s Com- 
mittee on Care of Severely and Chronically Mentally 111 Veterans, also known as 
the “SMI Committee,” authorized in Section 7321, Title 38, United States Code. This 
independent committee has played an active and vital role in determining policy 
and shaping programs in VA mental health care. I am privileged to have been a 
regular participant on this consumer affairs council. The SMI Committee was a 
driving force in VA’s shift toward the “New Freedom” philosophy. To paraphrase the 
law, the Committee has a clear mandate to assess, and carry out a continuing as- 
sessment of, the capability of the VA to meet effectively the treatment and rehabili- 
tation needs of mentally ill veterans whose mental illness is severe and chronic. The 
law requires the Committee to identify system-wide problems in caring for such vet- 
erans; identify specific facilities at which program enrichment is needed to improve 
treatment and rehabilitation; and identify model programs that should be imple- 
mented more widely in or through facilities of the VA. The Committee is required 
to advise the Under Secretary regarding the development of policies for the care and 
rehabilitation of severely chronically mentally ill veterans, and to make rec- 
ommendations to the Under Secretary for improving programs of care of such vet- 
erans; for establishing special programs of education and training relevant to their 
care; regarding research needs and priorities relevant to the care of such veterans; 
and regarding the appropriate allocation of resources for all such activities. The Sec- 
retary is required by law to submit a variety of reports to Congress on the work 
of the SMI Committee and VA’s responses to the Committee’s recommendations. 

Historically the SMI Committee met four times each year to carry out its respon- 
sibilities, held regular conference call meetings, reported at regular intervals, and 
provided VA and Congress an important and independent voice in evaluating VA’s 
mental health programs, especially those that deal with veterans with psychoses 
and other very serious problems. Several years ago, VA Central Office (VACO) de- 
termined the SMI Committee would be afforded only two meetings annually. VA re- 
chartered the Committee in 2006 and populated it with new membership, some of 
whom were unfamiliar with the Committee’s history or role. The Consumer Affairs 
Council’s participation since that time has been severely restricted. The SMI Com- 
mittee now seems moribund. To NAMI and other participating organizations, this 
is a very large matter in terms of muffling a source that has provided VA and Con- 
gress an independent means of evaluating a very important VA program. We hope 
your Committee will determine whether VA’s justification for restricting and sus- 
pending the activities of this key committee was warranted, and to examine Dr. 
Kussman’s role and reasons for those decisions. 

Another issue of concern to NAMI bears discussion today. In the past several fis- 
cal years, VA’s expenditures in mental health have unquestionably risen, and we 
deeply appreciate this Committee’s insistence that VA mental health spending be 
maintained. Nevertheless, in the final compromise on Public Law 110-5, the “Re- 
vised Continuing Appropriations Resolution, 2007,” Congress removed a recurring 
requirement that VA spend at least $2.2 billion in programs of mental health care 
this year. The following text carried out that decision: 

“Sec. 20810. Notwithstanding any other provision of this division, the following 
provisions included in the Military Quality of Life, Military Construction, and Vet- 
erans Affairs Appropriations Act, 2006 (Public Law 109-114) shall not apply to 
funds appropriated by this division: the first, second, and last provisos, and the 
set-aside of $2,200,000,000, under the heading Weterans Health Administra- 
tion, Medical Services’; the set-aside of $15,000,000 under the heading Veterans 
Health Administration, Medical and Prosthetic Research’; the set-aside of 
$532,010,000 under the heading ‘Departmental Administration, Construction, Major 



11 


Projects’; and the set-aside of $155,000,000 under the heading ‘Departmental Ad- 
ministration, Construction, Minor Projects’.” (emphasis added) 

While we appreciate the need to give the VA flexibility in its spending decisions 
under the Medical Services account, NAMI comes from a perspective of observing, 
and hopefully protecting, a number of programs important to our members and to 
the veterans under VA care about whom we are most concerned. The set-asides in 
prior appropriations acts gave us assurance of dependability of funding sources for 
VA programs that provide our loved ones the care they need. Without that protec- 
tion, some in VA may believe they are free to shift resources from these programs 
to the detriment of veterans with serious mental illnesses. We ask that your Com- 
mittee closely examine Dr. Kussman’s commitment to spend appropriate sums on 
mental health programs to ensure this commitment is kept. 

Mr. Chairman, the current overseas wars in Iraq and Afghanistan are producing 
a very heavy burden in follow-on mental health treatment and counseling require- 
ments. While we very much want to agree with the sentiments of Dr. Kussman, that 
the vast majority of our soldiers, sailors, marines, airmen and Coast Guardsmen are 
repatriating whole and healthy, with temporary adjustment problems, some reports 
are not encouraging. About two of every ten serving members are experiencing prob- 
lems of a magnitude about which we all should be concerned. About 70,000 individ- 
uals have so far touched VA with some kind of mental or emotional challenge in 
post-service life. The military departments are rotating active, reserve and Guard 
forces through these wars in multiple deployments of individuals and units. The 
press has reported a number of cases of individuals having been deployed who may 
not be in ready condition to serve, some with worrisome mental states. Given the 
drag of this war, it is not surprising that military recruiters are beginning to fail 
to meet their quotas or are meeting them by enlisting marginal candidates whose 
mental status might be of serious concern to domestic employers. Another outcome 
of these wars is the unknown degree to which “mild” and “moderate” traumatic 
brain injury (TBI) is going to manifest into behavioral, medical and psychosocial 
problems later. Thousands of our troops have been exposed to massive explosions 
in Iraq and Afghanistan but have come away apparently “unharmed” according to 
our current technology to measure harm. We believe the complete story of those ex- 
posures is yet to be told. 

Dr. Charles Hoge of the Walter Reed Army Institute of Research reported the fol- 
lowing findings last year in a study he published in the New England Journal of 
Medicine: 

“This study has shown that overall 15-17 percent of Soldiers from combat units 
screen positive for PTSD when surveyed 3-12 months after returning from deploy- 
ment to Iraq. When we added one additional question related to functional impair- 
ment at the end of the 17 question PTSD scale, we found that 10 percent of Soldiers 
surveyed 12 months after deployment reported that PTSD symptoms have made it 
very difficult to do their work, take care of things at home, or get along with other 
people. The inclusion of screens for major depression and generalized anxiety raise 
the rates of screening positive to approximately 20 percent; 16 percent of Soldiers 
surveyed 12 months after returning from Iraq screened positive for PTSD, depres- 
sion, or anxiety and reported that there was functional impairment at the ‘very dif- 
ficult’ level.” 

Mr. Chairman, while many say that TBI is the “signature injury” of these wars, 
we believe the picture is more mixed, with a large burden of the war legacy express- 
ing itself in mental and emotional damage from both TBI, post-traumatic stress dis- 
order (PTSD), depression, substance abuse and other problems. We hope the Com- 
mittee as well as the VA will remain vigilant and sensitive to the needs of this new 
generation as time goes by, because their needs are going to exist long after ces- 
sation of deplojunent of our forces into Southwest Asia. In this instance both Con- 
gress and NAMI need to depend on Dr. Kussman’s judgment to ensure these needs 
are addressed with sensitivity and care. 

The Secretary of Veterans Affairs James Nicholson has testified on VA’s inten- 
tions with respect to funding mental health services in Fiscal Year 2008. On Feb- 
ruary 8, 2007, and again on February 13, 2007, he stated “The President’s request 
includes nearly $3 billion to continue our effort to improve access to mental health 
services across the country. These funds will help ensure VA provides standardized 
and equitable access throughout the Nation to a full continuum of care for veterans 
with mental health disorders. The resources will support both inpatient and out- 
patient psychiatric treatment programs as well as psychiatric residential rehabilita- 
tion treatment services. We estimate that about 80 percent of the funding for mental 
health will be for the treatment of seriously mentally ill veterans, including those suf- 
fering from post-traumatic stress disorder (PTSD). An example of our firm commit- 
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merit to provide the best treatment available to help veterans recover from these men- 
tal health conditions is our ongoing outreach to veterans of Operation Iraqi Freedom 
and Operation Enduring Freedom, as well as increased readjustment and PTSD 
services.” (emphasis added) 

Without guidance from your Committee, Mr. Chairman, and strong oversight by 
other committees of jurisdiction, it is challenging at best for NAMI to measure 
whether, indeed, Secretary Nicholson’s commitment, and presumably one to which 
Dr. Kussman agrees, will be fulfilled next year. As consumers and monitors, we 
know the VA programs that treat mentally ill veterans certainly need more fund- 
ing — for professional and support staff, administrative help, program development, 
technology, equipment, furnishings, infrastructure, family caremver respite and 
other supports. Our veterans in need of care for serious mental health conditions, 
whether new veterans from current wars or veterans from previous military service 
periods, depend on the good will of such promises. We ask your Committee to mon- 
itor VA’s investments and programs in mental health care to guarantee funding will 
remain available and will be used for the purpose for which it is intended. 

In summary, holding in abeyance our stated reservations and looking optimisti- 
cally to the future, NAMI believes Dr. Kussman is fully qualified to serve as VA 
Under Secretary for Health. We recommend you report this nomination and that the 
Senate confirm him to serve as Under Secretary for Health. Should the Senate in 
its wisdom confirm him for this position, we hope to gain a better working relation- 
ship with Under Secretary Kussman as time goes along. NAMI wants to be a part- 
ner with VA as the New Freedom reforms are put into place, and as more veterans 
of the current wars come to VA for aid. We want to work with Dr. Kussman, Dr. 
Katz and other key VA officials in Washington and across the VA system to ensure 
VA meets its responsibilities for the care of veterans with serious and chronic men- 
tal illnesses, whether from this war or previous military engagements. 

Chairman Akaka, Ranking Member Craig and other distinguished Members of the 
Committee, NAMI appreciates your invitation to testify, and we thank you for giv- 
ing consideration to our views. 

Chairman Akaka. Thank you very much, Dr. Frese. 

Mr. Mitchell? 

STATEMENT OF DOUGLAS H. MITCHELL, JR., ACSW/LCSW, 
PRESIDENT, ASSOCIATION OF VA SOCIAL WORKERS 

Mr. Mitchell. Mr. Chairman and Members of the Committee, 
good morning. I am here today representing the Association of VA 
Social Workers, all of whom are employed obviously by the Vet- 
erans Health Administration. I myself am a veteran of the United 
States Army. I served from February 1966 to September 1973. I 
also received health care in the private sector and I currently have 
elected to receive my own health care within the Department of 
Veterans Affairs. I can tell you, it is my firm belief that the health 
care available in the Department of Veterans Affairs is second to 
none. 

During the 22 years I have been employed by the Department of 
Veterans Affairs, I have been through several reorganizations and 
several changes in functioning. Most recently, I would like to talk 
about the changes that have been enacted by Dr. Kussman. Specifi- 
cally, I believe that he is committed for each of our veterans to 
make the transition from active duty to veteran status as seamless 
as possible. Dr. Kussman was responsible for placing a liaison so- 
cial worker at Walter Reed Army Medical Center to help ease this 
transition. Within a few months, a second social worker was added, 
and now we have 14 social workers at military treatment facilities, 
all designed to assist with easing the transition from veteran sta- 
tus into VA care. 

Dr. Kussman is, of course, seriously interested in those most se- 
verely injured, the polytrauma veterans. The second phase of seam- 
less transition included a case management program to ensure that 



13 


no veteran falls through the cracks. Each VA medical center has 
a nurse or a social worker, a case manager who follows their pa- 
tients wherever they go, either inpatient, outpatient, or back to the 
community. 

Although the VA has had a system of four Traumatic Brain In- 
jury Centers for years. Dr. Kussman, through his concern for OIF/ 
OFF veterans, required more comprehensive care. He converted 
those TBI centers to polytrauma centers to ensure that veterans re- 
ceived concurrent care for all of their injuries, including TBI, am- 
putation, spinal cord injury, visual impairment, hearing loss, com- 
bat stress, and PTSD, in one location. More recently he expanded 
this with the polytrauma system of care, which includes the four 
polytrauma TBI centers and 17 additional network polytrauma 
sites. 

When the Secretary announced that he wanted to hire 100 new 
patient advocates. Dr. Kussman had a vision for how these new 
employees could help the most severely injured OIF veterans with 
their transition. The new transition patient advocates are being as- 
signed to active duty patients while they are still on active duty. 
They go to the military treatment facility, establish contact, estab- 
lish a relationship, and act as an ombudsman for those severely in- 
jured veterans as they return both to the VA and to their 
community. 

Dr. Kussman understands that our patients and families are peo- 
ple who are experiencing multiple life crises and he fully supports 
the team effort to help patients and families cope with all of these 
challenges they are facing, which includes medical, social, psycho- 
logical, and spiritual. He recognizes that we are as we go rein- 
venting the health care system to serve a new generation of vet- 
erans and he supports this effort. 

At Dr. Kussman’s direction, a committed team of VA staff devel- 
oped a template that automatically screens for medical conditions 
endemic to the Gulf area as well as TBI. This template, again, 
automatically triggers specialty consults for further evaluation. 
This multi-disciplinary team consists of physicians, nurse practi- 
tioners, physician assistants, information management, social 
work, nursing, speech pathology, and mental health practitioners. 
It is truly an effort to treat the whole veteran. 

Equally extraordinary, if I may, is the relationship that has de- 
veloped in Phoenix between the Veterans Health Administration 
and the VBA regional office. Lower-level workers, myself included, 
established relationships with their lower level workers and to- 
gether we developed a working relationship that resulted in a 
memo of understanding with the U.S. Army Reserves and the 
Army National Guard that we would attend every demobilization, 
every sort of activity we could in order to make these new veterans 
aware, or these potential veterans aware of benefits that were 
available to them. 

Finally, and personally, very personally, most important to me, 
is that I believe that Dr. Kussman has empowered each of us at 
the facility level to do the right thing for the veteran. Thank you. 

[The prepared statement of Mr. Mitchell follows:] 
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Prepared Statement of Douglas H. Mitchell, Jr., MSW, LCSW, ACSW, 
President, Association of VA Social Workers 

Mr. Chairman and Members of the Committee, good morning. I am here today 
representing the membership of the Association of VA Social Workers employed by 
the Veterans Health Administration. 

First of all, I am a veteran of the United States Army. I proudly served my coun- 
try from February 22, 1966 to September 4, 1973. 

I also receive my medical care through the Department of Veterans Affairs. I am 
equally proud to do so. Having received care both outside VA and inside, I feel 
qualified to state unequivocally that there is no comparison; the VA is second to 
none. 

I have been employed by VA for 22 years. For the past 13 years, I have been as- 
signed to the Carl T. Hayden VA Medical Center in Phoenix, AZ as the Assistant 
Chief of Social Work and for the last 10 years as the Chair of the Social Work De- 
partment. 

During my tenure in Phoenix, I have observed the VA health care system evolve 
from a rigid, facility centered hospital system with virtually little regard for re- 
source availability to a vibrant, patient-centered system determined to deliver the 
best quality care in the most efficient manner closer to home. I would like to high- 
light some specifics concerning experience in the field based upon decisions Dr. 
Kussman has made. 

I believe Dr. Kussman is committed to making the transition from active duty 
military to veteran status and community life as seamless as possible. In August 
2003, Dr. Kussman started the seamless transition program. He placed a VA social 
worker at the Walter Reed Army Medical Center to help transfer active duty pa- 
tients to VA medical centers. Within a few months, a second social worker was 
added. Today, we have 14 social worker liaisons at 10 military hospitals. Dr. 
Kussman supports the liaisons and knows them by name. In Phoenix, our case man- 
agers interact often with these individuals. 

• Dr. Kussman is committed to the best quality care possible for all veterans. But 
he is particularly concerned with the severely injured OEF/OIF veterans. The sec- 
ond phase of seamless transition included a case management program to ensure 
that no veteran falls through the cracks. Every VA medical center has nurse or so- 
cial worker case managers who follow their patients wherever they go — inpatient to 
outpatient to the community. 

• Although VA has had a system of 4 Traumatic Brain Injury (TBI) Centers since 
the early 1990s, Dr. Kussman believed that the severity of the injuries of OEF/OIF 
veterans required that we provide more comprehensive care. He converted the TBI 
centers to Polytrauma Centers to ensure that veterans could receive concurrent 
treatment for all of their injuries including TBI, amputation, spinal cord injuries, 
visual impairment, hearing loss, combat stress and PTSD in one location. Further, 
he developed the Polytrauma System of Care, which includes the 4 Pol 3 drauma/TBI 
Centers and 17 Network sites. 

• When the Secretary announced that he wanted to hire 100 patient advocates. 
Dr. Kussman had a vision for how these new employees could help the most se- 
verely injured OEF/OIF veterans with their transitions. The new transition patient 
advocates (TPAs) are being assigned to active duty patients while they are still at 
the military hospital to meet the patient and family and serve as an ombudsman 
to help them with any problems or concerns and assist them in navigating in both 
the DOD and VA systems. 

• Under Dr. Kussman’s guidance, VA developed a computerized veterans tracking 
system to (a) notify the gaining facility of the patient’s pending discharge, (b) docu- 
ment the patient’s status and, c) notify staff as to both the clinical and logistical 
status. 

• Dr. Kussman is a physician who understands and promotes interdisciplinary 
care. Under his leadership, all clinical team members work together with patients 
and families on treatment plans and treatment decisions. 

• Dr. Kussman also understands the importance of families and supportive serv- 
ices for them. He has been a staunch supporter of the VA Fisher House Program 
and has ensured that VA medical centers, particularly the Polytrauma/TBI Centers, 
address family needs. He understand that our patients and families are people expe- 
riencing multiple life crises and he fully supports a team effort to help patients and 
families cope with all of the challenges they are facing which include medical, social, 
psychological and spiritual. 

In summation, I strongly believe that: 

Dr. Kussman is a hands-on leader in terms of supporting the staff and the pa- 
tients. 
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He recognizes that we are re-inventing a health care system to serve a new gen- 
eration of veterans and his enthusiastic support for innovative ideas has resulted 
in unprecedented levels of case management and high quality care for a veteran 
population transitioning from active duty to civilian life. 

An immediate local example in Phoenix is that, for more than two years, we have 
known of the need to evaluate all veterans who have been exposed to blasts, inci- 
dents or accidents that could conceivably result in neuropsychological impairment. 
At Dr. Kussman’s direction, a committed team of VA clinical staff developed a CPRS 
template that screens for medical conditions endemic to the Gulf area as well as 
TBI. This template automatically triggers specialty consults for further evaluation. 
This multidisciplinary team consists of Physicians, Nurse Practitioners, Physician 
Assistants, Information Management, Social Work, Nursing, Speech Pathology, and 
Mental Health practitioners. It is truly an effort to treat the whole veteran. 

Perhaps even more extraordinary is the relationship that has developed between 
the VBA Regional Office and the VA Medical Center due to Dr. Kussman’s leader- 
ship. The Phoenix VARO sends personnel to evening groups at our medical center 
to explain veteran’s benefits, initiate claims for service connected disability com- 
pensation and to provide access to the complete array of services available through 
VBA. In previous years, “One VA” was a slogan. In Phoenix, it has become the prac- 
tice. 

Finally, and most important to me. Dr. Kussman empowers each of us in VA to 
do the right thing for our patients. 

Chairman Akaka. Thank you very much, Mr. Mitchell. 

Mr. Wallace? 

STATEMENT OF ROBERT E. WALLACE, EXECUTIVE DIRECTOR, 

WASHINGTON OFFICE, VETERANS OF FOREIGN WARS OF 

THE UNITED STATES 

Mr. Wallace. Thank you, Mr. Chairman, Senator Craig, and 
Members of the Committee. I am pleased to appear before you 
today representing the 2.4 million men and women of the Veterans 
of Foreign Wars of the United States and our Auxiliaries. I am 
here to discuss the nomination of Brigadier General Michael J. 
Kussman, M.D., United States Army, Retired, to be the Under Sec- 
retary for Health for the Veterans Health Administration of the 
United States Department of Veterans Affairs. 

It is my privilege to offer the strong support of the Veterans of 
Foreign Wars of the United States for Dr. Kussman, a man we be- 
lieve is clearly qualified for this vital position and whom we feel 
sincerely and honestly cares about veterans and the issues they 
confront. He will be an excellent Under Secretary for Health. 

I am also pleased to note for the record that my colleagues from 
the AMVETS, Disabled American Veterans, Paralyzed Veterans of 
America, and Vietnam Veterans of America join with the VFW in 
supporting Dr. Kussman’s nomination. 

I come before you today not just as a veteran’s advocate, but as 
a VA shareholder. I earned my stock when I wore the uniform of 
this great Nation, like millions of other veterans have. As a share- 
holder of a corporation, I want the best leadership for the company 
that I have invested in. Veterans demand effective and efficient 
leadership in a Department in which they have also so much in- 
vested. 

We have all witnessed over the years problems that VHA has en- 
countered. So many times, the issues could have been prevented if 
there were true leadership, management, and accountability at all 
levels of the system. Dr. Kussman’s experience demonstrates that 
he possesses these and many other qualities that make him the 
right person for the position. 
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His years of service in the United States Army, rising to the 
rank of Brigadier General of the Medical Corps, shows he is a lead- 
er, knows how to work with others, knows how to manage people, 
hold them accountable, and at the same time knows how to moti- 
vate people. Dr. Kussman was selected as the top candidate for this 
position by an independent search Committee, a requirement of 
Congress. You made this a requirement, I believe, to ensure that 
the highest quality and most professional candidate would be rec- 
ommended for this position and that no undue influence would play 
into the process. 

The American Legion, due to their constitution, is unable to pub- 
licly support or oppose any nominees. However, based on the need 
for a permanent Under Secretary for Health of VHA and the fact 
that Dr. Kussman was recommended by the search committee, they 
also agree that his nomination should move forward. 

I did not serve on the search committee. However, I have served 
on other search committees in the past and can attest to the fact 
that they are fiercely independent. The VFW’s support of Dr. 
Kussman is not just based on the search committee’s recommenda- 
tion. Our beliefs are based on our personal experience interacting 
with him on health care issues faced by our Nation’s veterans. 

Dr. Kussman cares deeply about veterans and the issues con- 
fronting their health care and well-being. He is highly responsive 
to their needs. In conversations, you can tell his sincerity. When 
we differ on policy issues or have policy-related questions, he does 
not hesitate to give us a fair hearing and is open to ideas, whether 
he ultimately agrees with us or not. That is all that we as VA 
shareholders can ask for from the head of the Veterans Health Ad- 
ministration. 

But that truly is his strength. He cares passionately about VA’s 
mission to help veterans and their dependents and he takes criti- 
cism of the system personally, leading him to strive for excellence 
and in doing so to motivate others. He is not a person who is full 
of excuses when mistakes are made and we have found that he 
takes a personal approach to solving problems, ensuring that the 
best care is provided to our Nation’s veterans by the VA. 

Dr. Kussman can rightly pride himself on the high quality of vet- 
erans’ health care. Since 2000, he has been a part of VHA, a period 
in which VHA has rightfully been lauded for the high quality of its 
health care. Many articles in major publications have said VHA de- 
livers the best care anywhere. His personal philosophy is to con- 
tinue to improve on these facts and the quality of care delivered 
and to never allow the care given to our Nation’s veterans to di- 
minish, just improve. 

Certainly, the system is not perfect. Access, especially for spe- 
cialty care, continues to be a challenge, although we would argue 
that this is a function of a lack of dedicated and on-time resources, 
not one of administration. Once in the system, veterans are very 
pleased and typically receive the best care. There have been some 
high-profile examples yesterday where this has not been the case, 
and I do not want to make light of them, but I am confident and 
the VFW is confident that Dr. Kussman’s leadership and his strong 
desire and dedication to improving VA health care will do much to 
fix these situations. 
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Dr. Kussman has demonstrated a deep concern about the health 
issues facing all veterans, especially those with specialized needs 
and those serving today. He wants to have VA learn more about 
traumatic brain injuries as well as improve on the delivery of men- 
tal health care. 

One of the major challenges he will face is finding qualified clini- 
cians who fully understand the new challenges brought on by the 
war and to help the thousands of returning servicemembers who 
need first-rate mental health care and specialized services. We are 
confident that he is up to the challenge. 

We feel that his years of experience managing health care facili- 
ties and systems give him the knowledge and experience to under- 
stand the business side of VHA and how to best use taxpayers’ 
money in an efficient way while still delivering high-quality health 
care. Those years of experience demonstrate that he is more than 
qualified to lead the thousands of hardworking and dedicated em- 
ployees within VHA. 

We believe he is a man who will not be afraid to butt heads with 
the Office of Management and Budget, you the Congress, or the 
Department of Defense. Many of the issues and challenges VHA 
faces today will be helped by Dr. Kussman’s military experience. 
All of us in Washington have been talking about a true system 
where DOD and VA create a seamless transition for military per- 
sonnel to veteran status. We believe that if anyone can make it 
happen, it is Dr. Kussman because he understands both systems. 

The VFW sincerely believes Dr. Michael Kussman is the right 
person to lead the Veterans Health Administration and we cast our 
unanimous votes, our shares, for his immediate confirmation. We 
urge the Committee to favorably report his nomination to the full 
Senate and we ask your colleagues to confirm him as the Under 
Secretary for Health without delay. 

I thank you for the opportunity to testify today. I would be more 
than happy to answer any questions you may have. 

[The prepared statement of Mr. Wallace follows:] 

Prepared Statement of Robert E. Wallace, Executive Director, 
Washington Office, Veterans of Foreign Wars of the United States 

Mr. Chairman and Members of the Committee: 

I am pleased to appear before you today representing the 2.4 million men and 
women of the Veterans of Foreign Wars of the U.S. (VFW) and our Auxiliaries. I 
am here to discuss the nomination of Brigadier General Michael J. Kussman, M.D. 
(United States Army Ret.) to be the Under Secretary for Health for the Veterans 
Health Administration (VHA), United States Department of Veterans Affairs (VA). 

It is my privilege to offer the strong support of the Veterans of Foreign Wars of 
the United States for Dr. Kussman, a man we believe is clearly qualified for this 
vital position, and whom we feel sincerely and honestly cares about veterans and 
the issues that confront them. He will be an excellent Under Secretary for Health. 

I am also pleased to note for the record that my colleagues of the AMVETS, Dis- 
abled American Veterans, Paralyzed Veterans of America and the Vietnam Veterans 
of America join with the VFW in supporting Dr. Kussman’s nomination. 

I come before you today, not just as a veterans advocate, but as a VA shareholder. 
I earned my stock when I wore the uniform of this great Nation, like millions of 
other veterans have. Just as a shareholder of a corporation wants the best leader- 
ship for the company they have invested in, veterans demand strong, effective and 
efficient leadership of the Department in which we all have so much invested. 

We have all witnessed over the years problems that VHA has encountered. So 
many times the issues could have been prevented if there were true leadership, 
management and accountability at all levels of the system. Dr. Kussman’s experi- 
ence demonstrates that he possesses these and many other qualities that make him 
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the right person for the position. His years of service in the United States Army 
rising to the rank of Brigadier General of the Medical Corps shows he is a leader, 
knows how to work with others, and knows how to manage people, holding them 
accountable and motivating them. 

Dr. Kussman was selected as the top candidate for this position by an inde- 
pendent search committee, a requirement of Congress. You made this a require- 
ment, I believe, to ensure the highest quality and most professional candidates 
would be recommended for this position, and that no undue influence would play 
into the process. 

I did not serve on this search committee; however, I have served on search com- 
mittees in the past, and can attest to the fierce independence of the process. Dr. 
Kussman’s selection as the top candidate of the three recommended to the Secretary 
is a strong indication that his credentials and interview impressed the committee — 
many of whom are not involved in the day-to-day operation of VHA. It further dem- 
onstrates that they too felt he would be a capable, independent and effective leader. 

The VFW’s support for Dr. Kussman is not just based on the search committee’s 
recommendation. That just reaffirmed our beliefs that he is the right person for the 
position. Our beliefs are based on our personal experiences interacting with him on 
health care issues faced by our Nation’s veterans. 

Dr. Kussman cares deeply about veterans and the issues confronting their health 
care and well-being. He is highly responsive to their needs. In conversations, you 
can tell his sincerity. When we differ on policy issues or have policy-related ques- 
tions, he does not hesitate to give us a fair hearing, and is open to ideas whether 
he ultimately agrees with us or not. 

That is all we — ^VA’s shareholders — can ask for from the head of the Veterans 
Health Administration. 

That truly is his strength. He cares passionately about VA’s mission to help vet- 
erans and their dependents. And he takes criticism of the system personally, leading 
him to strive for excellence, and in doing so to motivate others. He is not full of 
excuses when mistakes are made, and we have found that he takes a personal ap- 
proach to solving problems, ensuring that the best care is provided to veterans in 
VA. 

Dr. Kussman can rightfully pride himself on the high quality of veterans’ health 
care. Since 2000, he has been part of VHA, a period in which VHA has rightfully 
been lauded for the high quality of its health care. Many articles in major publica- 
tions have said VHA delivers the best care anywhere. 

• A 2004 RAND study found that VA hospitals outperformed private facilities in 
over 294 categories of care. 

• The 2006 American Customer Satisfaction Index found that veterans had a 10 
percent higher satisfaction rate with VA health care than the general public has 
with private hospitals. 

• VA is at the forefront of advances in medical records technology, and their elec- 
tronic medical records system is the envy of the medical care field. 

• VA health care is significantly cheaper per patient than private health care and 
efficiency of service has kept the increase in per patient costs far below the overall 
costs of medical inflation. 

His personal philosophy is to continue to improve on these facts and the quality 
of care delivered, and to never allow the care given to our Nation’s veterans to di- 
minish, just improve. 

Certainly the system is not perfect. Access, especially for specialty care, continues 
to be a challenge; although we would argue that this is a function of a lack of dedi- 
cated and on-time resources, not one of administration. Once in the system, vet- 
erans are very pleased and typically receive the best of care. There have been some 
high profile examples recently where this has not been the case, and I do not want 
to make light of them, but we are confident that Dr. Kussman’s leadership, and his 
strong desire and dedication to improving VA health care will do much to fix these 
situations. Dr. Kussman has demonstrated a deep concern about the health issues 
facing all veterans, especially those with specialized needs, and those serving today. 
He wants to have VA learn more about traumatic brain injuries as well as improve 
on the delivery of mental health care. 

One of the challenges he will face is finding qualified clinicians who fully under- 
stand the new challenges brought on by the war, and to help the thousands of re- 
turning servicemembers who need first-rate mental health care and specialized serv- 
ices. We are confident that he is up to the challenge. 

We feel that his years of experience managing health care facilities and systems 
give him the knowledge and experience to understand the business side of VHA and 
how to best use taxpayer’s money in an efficient way while still delivering high- 
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quality health care. Those years of experience demonstrate that he is more than 
qualified to lead the thousands of hardworking and dedicated employees within 
VHA. 

Further, we believe he is a man who will not be afraid to butt heads with the 
Office of Management and Budget for proper funding, the Congress or the Depart- 
ment of Defense (DOD). 

Many of the issues and challenges VHA faces today will be helped by Dr. 
Kussman’s military experience. All of us in Washington have been talking about a 
true system where DOD and VA create a seamless transition for military personnel 
to veterans’ status. We believe that if anyone can make that happen, it is Dr. 
Kussman, because he understands both systems and knows the necessity of creating 
such a system for the care and treatment of our wounded warriors, ensuring that 
they receive the benefits they have rightly earned by their honorable service to our 
Nation. 

The VFW sincerely believes Dr. Michael Kussman is the right person to lead the 
Veterans Health Administration and we cast our unanimous votes — our shares — for 
his immediate confirmation. 

Mr. Chairman, as I mentioned earlier, the VFW is joined by the AMVETS, Dis- 
abled American Veterans, the Paralyzed Veterans of America, and the Vietnam Vet- 
erans of America in strongly supporting the nomination of Dr. Michael Kussman for 
the position of Under Secretary for Health, Veterans Health Administration, De- 
partment of Veterans Affairs. 

We urge this Committee to favorably report his nomination to the full Senate, and 
we would ask your colleagues to confirm him as the Under Secretary of Health with- 
out delay. 

I thank you for the opportunity to testify today, and I would be happy to answer 
any questions you may have. 

Chairman Akaka. Thank you very much, Mr. Wallace. 

I want to thank all of you for your thoughtful and comprehensive 
testimony. I believe you have given the Committee a good under- 
standing of where your organizations stand on Dr. Kussman’s nom- 
ination, and I want you to know that I appreciate your taking the 
time to appear here today. 

As I said at the outset, because of time, we would go directly to 
this first panel and therefore did not offer an opening statement. 
At this time, I would like to include my full statement in the record 
and ask other Members for any statement or questions they may 
have for this panel. 

Chairman Akaka. May I call first on Senator Craig? 

STATEMENT OF HON. LARRY E. CRAIG, RANKING MEMBER, 
U.S. SENATOR FROM IDAHO 

Senator Craig. Mr. Chairman, thank you for holding this hear- 
ing and doing a confirmation hearing in a way that, I think, adds 
the dimension and the reality of the personality as much as the ex- 
perience and the qualifications of the personality that comes before 
us. So I thank you for that. 

I do have a full statement I will enter into the record. But I do 
want to say in entering that statement into the record that in my 
conversations with Dr. Kussman, recognizing almost 40 years now 
of the kind of experience that he brings to this position, recognizing 
that we have been without a person in this capacity for an ex- 
tended period of time, the thing that I was most impressed about, 
because the credentials are evident, as you know — there is the re- 
sume, look at it, a phenomenal list of experiences — but my con- 
versations with Mike Kussman left me appreciating something that 
sometimes you don’t hear from nominees and that was an open and 
obvious passion for the job and a sincerity and concern about vet- 
erans that really stood out. 
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We recognize the new challenges, and I think Mr. Mitchell put 
it well. You keep reinventing this health care system to fit the new 
veteran, and we have got to do that. It has got to be a dynamic 
system, and sometimes we are not as quick to catch up, but we do 
catch up. When you have somebody in the capacity that the Presi- 
dent has asked Dr. Kussman to serve in, you need that kind of tal- 
ent, and I think it is obvious within the man. It is obviously clearly 
to me within the passion of the person that we have got before us, 
and so I am pleased. I hope we can move him and move him expe- 
ditiously. 

And let me thank this panel for their openness and their direct- 
ness about this particular gentleman. It is a phenomenally impor- 
tant position for veterans because it will sustain and, I hope, en- 
hance one of the best health care delivery systems in the country 
today, if not the best, and that is what we are all about here. 

Thank you, Mr. Chairman. 

[The prepared statement of Senator Craig follows:] 

Prepared Statement of Hon. Larry E. Craig, Ranking Member, 

U.S. Senator from Idaho 

Good morning, Mr. Chairman. I want to thank you very much for calling this 
hearing to review the qualifications of Dr. Michael Kussman to head the VA health 
care system. I also want to thank all of the witnesses on the first panel for coming 
here this morning to voice their views on this man. 

Mr. Chairman, I’d like to say at the outset of this hearing that based on a review 
of his record and having spent some time with him personally, I believe Dr. 
Kussman is very qualified for this job. And I strongly support his nomination. 

Mike Kussman, a physician for almost 40 years, is a veteran of the United States 
Army, who retired as a Brigadier General after serving this Nation on active duty 
for over 20 years. ... He has published numerous papers; served on countless 
boards and Committees inside and outside of government; and managed some of the 
military’s largest medical installations. 

In short, he is a highly educated and dedicated. Army veteran, with management 
experience who understands both the military and VA health care systems inside 
and out. 

But Mr. Chairman, I’d also like to suggest to the Committee that perhaps Dr. 
Kussman is more than simply qualified for the job. After all qualifications are large- 
ly just objective facts about a person. They are a person’s education and experience. 
While I hope I’m not offending him by saying this. Candidly, I’m sure there are a 
few other people along with Dr. Kussman who are technically qualified to lead VA’s 
health care system. 

But, when you add Mike’s qualifications together with the enormous passion for 
the job he displayed during my interview with him. And then you wrap that passion 
around the integrity and character of this gentleman, I find someone with more 
than just qualifications. I find the right man for the job. 

Mr. Chairman, I know you and I share this view of Dr. Kussman. So, I hope we 
are able to work with our colleagues to move quickly on his confirmation. The VA 
health care system needs strong, confirmed leadership at the helm to care for our 
veterans. We have spent nearly 9 months seeking out the person to fill the position 
left vacant by Dr. Berlin’s departure last year. 

I believe we have found that person. He enjoys the strong support of our veterans’ 
service organizations, the professional medical community, many of his former col- 
leagues in the military, and even his current employees. I think that speaks vol- 
umes about this nominee. I hope our colleagues will join us in supporting Dr. 
Kussman. 

Thank you, again, Mr. Chairman, for holding this hearing. I look forward to hear- 
ing from all of our witnesses. 

Chairman Akaka. Thank you very much. Senator Craig. 

I would like to call on Senator Tester and Senator Murray for 
any comments, statements, or questions they may have. Senator 
Tester? 
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STATEMENT OF HON. JON TESTER, 

U.S. SENATOR FROM MONTANA 

Senator Tester. Thank you, Mr. Chairman, Ranking Member 
Craig. I want to thank the panel also for being here and taking 
time out and giving us your perspective on Dr. Kussman. I appre- 
ciate that. 

I had an opportunity to visit with Dr. Kussman last week. I ap- 
preciate your frankness and that discussion. I think the biggest 
issue that I have is not the quality of care, once again, as we talked 
about, but it is access to that care and how we are going to cut 
down on those access times to make sure that those folks who 
made the commitment to this country and the military get the kind 
of care they deserve and don’t have to wait an extended period of 
time for that care. 

It is important to reiterate, though, that the VA is going to have 
increased challenges like they have never seen before with what 
has transpired in Iraq and Afghanistan and it is very, very impor- 
tant that as we go through with this, and I will hold my questions 
until the end, Mr. Chairman, that as we go through with this proc- 
ess of confirmation, that you understand that you have got a hard 
job ahead of you once confirmed because our military is coming 
back with some injuries that in previous wars probably wouldn’t 
have survived. 

So I look forward to the questions and answers and I look for- 
ward to working with you once you are confirmed because I think 
you will be. Thank you. 

Chairman Akaka. Senator Murray? 

STATEMENT OF HON. PATTY MURRAY, 

U.S. SENATOR FROM WASHINGTON 

Senator Murray. Mr. Chairman, thank you so much for holding 
this hearing, and I want to thank all of our panelists for their testi- 
mony. 

Certainly, we do a lot of nominations here and to me this is an 
extremely important one for a number of reasons. 

Dr. Kussman obviously has an excellent resume and I had a 
chance to meet with him and appreciate his honesty and his trying 
to confront the many challenges that the VA has. 

But we all know there are 1.5 million men and women who have 
gone to Iraq and to fight terrorists around the globe who are com- 
ing home who need care that we have not thought about before, 
from traumatic brain injury to post-traumatic stress syndrome to 
loss of limb, that are fighting to get their benefits, that are fighting 
to get the right care. 

The issue of transition is enormous. We know that there are an 
increasing number of veterans from previous wars, particularly the 
Vietnam War, that are now accessing our VA and are finding it 
very difficult to get in. We have talked about a lot of these issues 
and we need somebody at the helm at the VA today that can really 
address those, not just to deal with the crisis of today but to look 
out further ahead and determine what our VA is going to look like 
in the future. That is why this position is important. 

But even more importantly to me, Mr. Chairman, is the concerns 
that we have seen consistently come from the VA over the last sev- 
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eral years. We need a new level of frankness from the Veterans’ 
Administration. We have seen them minimize the costs of this war, 
both in money and in lives, to the detriment of the men and women 
who we have asked to serve us. We haven’t been able to get 
straight answers or real numbers, to the detriment of our service- 
men and women over the past several years. 

Our own experience has been that the VA came to us with infor- 
mation that was inaccurate, underestimating the amount of money 
that we needed, and we had to come up with additional billions of 
dollars late in the game to address the needs of the VA in the past 
few years. The GAO has found in report after report that the VA 
has misled the Congress, concealed their funding problems, and 
based its projections on inaccurate models. And very troubling to 
me, Mr. Chairman, is a report that we got from McClatchy News 
that the VA has repeatedly exaggerated the past successes of the 
VA medical systems, exactly at a time when we need honesty from 
the VA so that we can provide the resources and the policies to 
make sure that no one falls through the cracks today. 

I have been very upset most recently about inaccurate responses 
to questions that we have asked of VA. I have witnessed the VA 
transform itself into an agency that guards information like a 
mother bear hugging her cub. We need that information and that 
honesty and frankness in order to be able to do the right things on 
this Committee. 

It is troubling to me that we have watched the VA undermine 
our confidence in its leadership over the last few years, from the 
troubling issues with the budget, to the records that were lost and 
not told to us in a timely manner for the VA employees themselves, 
to backlogs for benefits, and the list goes on. Just yesterday, the 
Associated Press reported that nearly two dozen officials who re- 
ceived hefty performance bonuses last year at the Veterans Affairs 
Department also sat on the boards charged with recommending the 
payments. These are the kinds of things that repeatedly and re- 
peatedly and repeatedly undermine our confidence in what the VA 
is telling us. 

So, Mr. Chairman, this nomination and this appointment to me 
takes on a very huge significance in the scheme of things. We need 
a culture of change at the VA. We need someone who will come in 
front of us and be honest and frank and tell us the truth. We need 
someone who can provide the leadership to address the real chal- 
lenges of today and tomorrow. I will be looking forward to hearing 
Dr. Kussman’s response to the many questions that we have here. 

I appreciate all of your support of the nomination, but I hope 
that this Committee bears in mind how important this nomination 
is, because again, to me, it is about the real need for a culture of 
change at the VA and a new direction in honesty and frankness so 
that we, as Members of this Committee and the U.S. Senate, can 
have the information we need to do the right thing for the men and 
women who have served us so honorably. 

Thank you, Mr. Chairman. 

Chairman Akaka. Thank you very much. Senator Murray. 

Dr. Kussman, your nomination comes before the Senate at a dif- 
ficult and challenging time for VA. The terrible conditions in Wal- 
ter Reed put a spotlight on VA health care. With each passing day. 
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more and more servicemembers are returning with serious traumas 
and injuries, as was mentioned by Senator Murray, which will 
cause many veterans to rely on lifetime of care from VA. As 
servicemembers reach out to VA, inevitably, we hear tragic stories 
of those who did not get the care they needed. 

There is no doubt that mental health issues will also be a chal- 
lenge for VA. The truth of the war is that the toll will be felt by 
servicemembers and their families for years to come. I am talking 
about invisible wounds, wounds which cannot be seen but are every 
bit as devastating as physical wounds. 

VA’s Under Secretary for Health is one of the most important 
public servants. The next Under Secretary will guide the VA med- 
ical system at a time when so many new veterans will be turning 
to VA. From my vantage point, VA was not prepared to deal with 
the types of injuries stemming from this war. Capacity must be re- 
built and the next Under Secretary will have this huge 
challenge. 

So I urge you. Dr. Kussman, if you are confirmed, to first and 
foremost serve as an advocate for veterans. I am quite cognizant 
of the constraints placed upon you by the White House and by 
0MB, as well, and I promise you my full cooperation and assist- 
ance. But I tell you now that I will not be satisfied unless you work 
to uphold the promises made to all of our troops. I know you 
have — and this is why I think you are so well suited for this posi- 
tion — that you have been working on seamless transition. This is 
another huge problem and challenge that we have ahead of us, and 
thankfully we are not starting from zero with you. Hopefully, we 
can move to bring a truly seamless transition from active duty to 
civilian life. 

We are expecting, as I told you, a series of votes that was sup- 
posed to begin at 10:30, but it is due here any minute. I just re- 
ceived word that we are down to three votes, a series of three 
votes, and that will happen soon. So I would like to thank our 
panel for being here, for contributing to the record of Dr. 
Kussman’s hearing. Again, thank you for being here. 

With that, I ask the Committee now stand in recess for the series 
of votes and then we will come back and take Dr. Kussman’s state- 
ment and also have questions for you. Dr. Kussman. Thank you 
very much, and we stand in recess. 

[Recess.] 

Chairman Akaka. The Committee will again come to order. 

I would like to introduce the nominee. Dr. Michael Kussman. I 
have known Dr. Kussman for many years, since he first served in 
Hawaii in the early 1980s. His service in Hawaii included several 
senior positions at Tripler Army Medical Center and later as Divi- 
sion Surgeon for the Hawaii-based 25th Infantry Division. He 
joined VA in September of 2000 after retiring from a long career 
of military service at the rank of Brigadier General. He has served 
as Acting Under Secretary for Health since August of last year, 
when Dr. Berlin resigned. 

If I have the time line correct, by the time the Kussman family 
left Hawaii, their daughter, Deana, had spent half of her life in the 
islands. Deana, I hope that by now you and the rest of the family 
have found it in your hearts to forgive your dad for moving the 
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family from the beautiful State to continue his service elsewhere. 
Maybe you can work on him to find his way back to paradise. 

Thank you for coming before this Committee today, Dr. 
Kussman, and to the entire Kussman family, as we say in Hawaii, 
E Komo mai, or welcome to our hearing. 

Dr. Kussman? 

STATEMENT OF MICHAEL J. KUSSMAN, M.D., NOMINEE 

TO BE UNDER SECRETARY FOR HEALTH, DEPARTMENT OF 

VETERANS AFFAIRS 

Dr. Kussman. I think it is still morning, sir. Good morning, Mr. 
Chairman. Aloha to you. 

Chairman Akaka. Aloha. 

Dr. Kussman. I appreciate your comments. Before I begin my 
statement, may I mention that my wife, Ginny, whom you acknowl- 
edged, my son Josh and his fiance Laura, my daughter Deana and 
her husband Steve, are all with me today, sitting right behind me 
next to the Deputy Secretary. Their love and support, especially 
Ginny’s — I love you, dear — have made it possible for me to serve 
my country faithfully and well through my career. Without their 
help, I could not possibly have qualified for the office for which I 
have the honor of being considered. 

Mr. Chairman, I began my career with the United States Army 
back in 1970. Like many at the time, I was drafted and served my 
2-year tour honorably before leaving the Service. I finished my 
medical training, went into private practice for a few years, and 
then volunteered to return to the Army in 1979. I came back be- 
cause I realize as a physician and a healer, that being an Army 
doctor allowed me to practice my profession while being of service 
to our Nation’s greatest heroes, our servicemembers. I am proud of 
my military service and privileged to have worked my way through 
the ranks to be selected as a general officer. 

When I transitioned from the military, I wanted to continue to 
serve. The Veterans Health Administration offered me that oppor- 
tunity in 2000 and I could have not been more grateful. Although 
I am not still wearing a uniform, I consider myself to be still serv- 
ing. I appreciate the VHA for giving me that opportunity. 

When I joined the VHA, the agency was in the process of success- 
fully redefining itself as the standard of care by which all other 
health care providers must be measured. Just last month, for ex- 
ample, a new book was published. It is entitled. The Best Care 
Anywhere: Why VA Health Care is Better Than Yours. I am truly 
fortunately to have been chosen to carry the standard for this great 
organization. 

From my perspective, VHA not only offers the best health care 
anywhere, but we have the best people anywhere, as well. With the 
proper resources and the support we receive from the Senate, the 
House, the President, and the veterans service organizations, we 
can continue to set the benchmark for quality care for the Nation 
and the world. 

Mr. Chairman, soon after I came to VA, our Nation went to war. 
We have been at war for more than 4 years now. Our losses, while 
they may not be as numerous as those in past wars, have nonethe- 
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less affected the lives of thousands of America’s heroes and their 
families. 

Our Department has no more important mission than to restore 
those who have heen injured or made ill as a result of their service 
in this war to their highest possible level of functioning. Personally 
and professionally, I accept the responsibility for VHA’s readiness 
to provide these heroes with the level of care they have earned 
through their service and the sacrifices they have made in defense 
of our freedom. That is why I am here and that is my passion. 

Our care for OIF/OEF veterans has not been perfect by any 
means. We continue to learn what world class care means to this 
new generation of servicemembers, veterans, and their families. 
Their expectations have raised the bar for our success and we con- 
tinue to improve in order to meet their expectations. When things 
have not gone well for individual veterans, I have listened intently 
and then done whatever I could to ensure that whatever mistakes 
we made will never happen again. 

It is true we made some errors, but we have accepted responsi- 
bility for those errors and we will fix them properly, whatever the 
cost may be. We have learned and we will continue to learn from 
what we have done wrong. If you confirm me as Under Secretary, 
that is how we will do business throughout my tenure. 

Make no mistake, however. I believe VHA has done an excep- 
tional job of meeting the needs of our newest generation of vet- 
erans and we have received remarkable support from the President 
and Congress. But we still face many challenges. Among them are 
to improve our level of cooperation and collaboration with our part- 
ners at the Department of Defense; to enhance our ability to treat 
veterans with severe traumatic brain injuries and to detect mild to 
moderate TBI where brain injuries are not immediately apparent; 
to continue our search for the most effective therapies for post- 
traumatic stress disorder and ensure those therapies are quickly 
distributed throughout our system and elsewhere; to improve ac- 
cess of all enrolled veterans to our world-class care, from our new- 
est veterans to our oldest; and to meet the goal of the President’s 
New Freedom Commission on Mental Health, to emphasize recov- 
ery, not stabilization, for every mentally ill veteran. 

As Acting Under Secretary, I have established four priorities for 
improvement in our system to help us meet today’s challenges and 
tomorrow’s. First, I have made leadership, responsible, accountable, 
demonstrated leadership, the key to the VHA’s future success. We 
have many fine leaders in our organization, but the men and 
women who are willing to accept positions of leadership in our or- 
ganization must also understand the responsibilities they are asked 
to accept as leaders. I am committed to getting the right people in 
the right positions for the good of the entire organization. 

Second, I believe that of the VA’s four missions — patient care, 
education, research, and emergency management — patient care is 
by far the most important. To meet the needs of the veterans it is 
our privilege to serve, we must bring the quality of our care and 
our ability to provide that care to a higher level. We are now focus- 
ing on some basic questions. Are our waiting times and our wait 
time measures appropriate? Are our customers satisfied with our 
service? And are employees satisfied with their work? I believe, and 
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I know Members of Congress believe, we can do better in those 
areas. 

Third, I do not believe that the quality of our business processes 
matches the quality of our health care we provide. Among other 
things, we must be able to properly handle the sensitive personal 
information our veterans entrust to us. Every VA employee, espe- 
cially our managers and supervisors, has a duty and responsibility 
to protect sensitive and confidential information. I have worked 
with Secretary Nicholson and others to ensure that the VHA is in 
the first rank of those who are helping to make our Department 
the gold standard in information security. 

And finally, I want to be sure that in measuring performance, we 
are measuring the right things. Our performance measures system 
is the best in health care, but we must continue to be vigilant in 
this area, especially where lives are at stake. 

Mr. Chairman, Members of the Committee, let me close by 
thanking you. Secretary Nicholson, and the President for the privi- 
lege that I have been given to continue to serve America’s heroes 
at the Department of Veterans Affairs. I am deeply humbled by the 
search committee that chose me from among many qualified can- 
didates and by the President’s willingness to nominate me to lead 
the finest health care system in America. If I am confirmed as 
Under Secretary, I promise to work with you and all Members of 
the Congress to build a health care system that will meet the needs 
of all veterans and their families, the men and women it is VHA’s 
privilege and honor to serve. 

[The prepared statement of Dr. Kussman follows:] 

Prepared Statement of Michael J. Kussman, M.D., Nominee 
TO be Under Secretary for Health, Department of Veterans Affairs 

Chairman Akaka, Ranking Member Craig, Members of the Committee and its 
staff. Good morning. 

Before I begin my statement, may I mention that my wife Ginny; my son Josh 
and his fiance, Laura; and my daughter Deana and her husband Steve are all here 
with me today. Their love and support — especially Ginny’s — have made it possible 
for me to serve my country faithfully and well throughout my career. Without their 
help, I could not possibly have qualified for the office for which I have the honor 
of being considered. 

Mr. Chairman, I began my career with the United States Army back in 1970. Like 
many at that time, I was drafted and served my 2-year tour honorably before leav- 
ing the service. I finished my medical training, went into private practice for a few 
years, and then volunteered to return to the Army in 1979. I came back because 
I realized, as a physician and a healer, that being an Army doctor allowed me to 
practice my profession while being of service to our Nation’s greatest heroes — our 
servicemembers. 

I am proud of my military service; and privileged to have worked my way through 
the ranks to be selected as a General Officer. When I transitioned from the military, 
I wanted to continue to serve. The Veterans Health Administration offered me that 
opportunity in 2000, and I could not have been more grateful. 

When I joined VHA, the agency was in the process of successfully redefining itself 
as the standard of care by which all other health care providers must be measured. 
Just last month, for example, a new book was published. It is titled “The Best Care 
Anywhere: why VA health care is better than yours.” I am truly fortunate to have 
been chosen to carry the standard for this great organization. 

From my perspective, VHA not only offers the best health care anywhere, but we 
have the best people anywhere as well. With the proper resources, and the support 
we receive from the Senate, the House, the President, and the Veterans Service Or- 
ganizations, we can continue to set the benchmark for quality care for the Nation 
and the world. 
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Mr. Chairman, soon after I came to VA, our Nation went to war. We have been 
at war for more than 4 years now. Our losses — while they may not be as numerous 
as those of past wars — have nonetheless affected the lives of thousands of America’s 
heroes and their families. 

Our Department has no more important mission than to restore those who have 
been injured or made ill as a result of their service in this war to their highest pos- 
sible level of functioning. Personally and professionally, I accept responsibility for 
VHA’s readiness to provide these heroes with the level of care they have earned 
through their service and the sacrifices they have made in defense of our freedom. 
That is why I am here. 

Our care for OIF/OEF veterans has not been perfect by any means. We continue 
to learn what world-class care means to this new generation of servicemembers and 
veterans — and to their families. Their expectations have raised the bar for our suc- 
cess, and we must continue to improve in order to meet those expectations. 

When things have not gone well for individual veterans, I have listened intently — 
and then done whatever I could to insure that whatever mistakes we made will 
never happen again. It’s true we’ve made some errors, but we have accepted respon- 
sibility for those errors, and we will fix them properly, whatever the cost may be. 
We have learned — and we will continue to learn — from what we have done wrong. 
If you confirm me as Under Secretary, that is how we will do business throughout 
my tenure. 

Make no mistake, however — I believe VHA has done an exceptional job of meeting 
the needs of our newest generation of veterans, and we have received remarkable 
support from the President and from Congress. But we still face many challenges. 
Among them are: 

To improve our level of collaboration with our partners at the Department of De- 
fense; 

To enhance our ability to treat veterans with severe traumatic brain injuries, and 
to detect mild to moderate TBI where brain injuries are not immediately apparent; 

To continue our search for the most effective therapies for Post-Traumatic Stress 
Disorder, and ensure those therapies are quickly distributed throughout our system 
and elsewhere; 

To improve access for all enrolled veterans to our world-class care, from our new- 
est veterans to our oldest; and 

To meet the goal of the President’s New Freedom Commission on Mental Health 
to emphasize recovery, not stabilization, for every mentally ill veteran. 

As Acting Under Secretary, I have established four priorities for improvement to 
our system, to help us meet today’s challenges — and tomorrow’s. 

First, I have made leadership — responsible, accountable, demonstrated leader- 
ship — the key to VHA’s future success. We have many fine leaders in our organiza- 
tion; but the men and women who are willing to accept positions of leadership in 
our organization must also understand the responsibilities they are asked to accept 
as leaders. I am committed to getting the right people in the right positions for the 
good of our entire organization. 

Second, I believe that of VA’s four missions: patient care, education, research, and 
emergency management — patient care is by far the most important. To meet the 
needs of the veterans it is our privilege to serve, we must bring the quality of our 
care, and our ability to provide that care, to a higher level. 

We are now focusing on some basic questions: are our waiting times, and our wait 
time measures, appropriate; are customers satisfied with their service; and are em- 
ployees satisfied with their work. I believe, and I know Members of Congress be- 
lieve, we can do better in these areas. 

Third, I do not believe that the quality of our business processes matches the 
quality of the health care we provide. Among other things, we must be able to prop- 
erly handle the sensitive personal information our veterans entrust to us. 

Every VA employee, especially our managers and supervisors, has a duty and re- 
sponsibility to protect sensitive and confidential information. 1 have worked with 
Secretary Nicholson and others to ensure that VHA is in the first rank of those who 
are helping to make our Department the gold standard in information security. 

And finally, I want to be sure that in measuring performance, we are measuring 
the right things. Our performance measurement system is the best in health care — 
but we must continue to be vigilant in this area, especially where lives are at stake. 

Mr. Chairman, Members of the Committee, let me close by thanking you. Sec- 
retary Nicholson, and the President, for the privilege I have been given to continue 
to serve America’s heroes at the Department of Veterans Affairs. I am deeply hum- 
bled that the search committee chose me from among many qualified candidates. 
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and by the President’s willingness to nominate me to lead the finest health care sys- 
tem in America. 

If I am confirmed as Under Secretary, I promise to work with you and all Mem- 
bers of Congress to build a health care system that will meet the needs of all vet- 
erans and their families — the men and women it is VHA’s privilege, and our honor, 
to serve. 


Response to Pre-hearing Questions Submitted by Hon. Daniel K. Akaka 

TO Michael J. Kussman, M.D., Nominee to be Under Secretary for Health, 

Department of Veterans Affairs 

Question 1: The VHA leads the private health sector in many areas, such as elec- 
tronic medical records, overall patient satisfaction, and negotiations with pharma- 
ceutical companies. In what areas do you believe VA still lags behind? In what fields 
could VHA learn from the private sector or benefit from the implementation of 
methods used in the private sector, and what are your plans to make the necessary 
improvements? 

Response: I agree that the Veterans Health Administration (VHA) leads the pri- 
vate health care sector in the areas of electronic medical records, overall patient sat- 
isfaction, and effective negotiations with pharmaceutical companies. However, the 
Department of Veterans Affairs (VA) has room to improve regarding best practices 
from the private sector. VA is learning to leverage private sector business practices 
to increase our productivity. 

VA has implemented a private sector-based business model pilot known as the 
Consolidated Patient Account Center (CPAC) tailored for our revenue operations. 
This private sector-based business model will enable VA to increase collections and 
improve our operational performance. CPAC is addressing all operational areas con- 
tributing to the establishment and management of patient accounts and related bill- 
ing and collections processes. CPAC currently serves revenue operations for medical 
centers and clinics in one of our Veterans Integrated Service Networks (VISN) but 
this program will be expanded to serve other networks. 

Question 2: I consider VHA’s university affiliations, and related programs such as 
internships, medical residencies, and joint research, as among VHA’s greatest 
strengths. Aside from existing initiatives, what original plans or ideas would you 
propose in order to maintain the long-term strength of these programs? 

Response: Our university affiliations are a cornerstone of our delivery of care and 
the quality of our delivery system. This symbiotic relationship has been going on 
for over 60 years and remains strong today. As part of this relationship, VA works 
with affiliates to address concerns. For example, we are examining how VA can use 
its clinical learning environment to maximize the training of physicians for the re- 
alities of practice in the modern health care environment. VA has one of the hest, 
if not the best, patient safety program in the Nation. The question then becomes, 
how can we best use this resource in our health professional training programs? We 
have had continuous and ongoing dialogue with the Association of American Medical 
Colleges to assess these and other issues. The outgrowth of dialogue such as this 
was the establishment of a Blue Ribbon Task Force to look at where we are and 
where we need to go. 

Acting on Task Force recommendations to improve and strengthen VHA’s univer- 
sity affiliations, I have directed VHA’s Office of Academic Affiliations to work with 
our medical school and academic medical center partners to explore new and poten- 
tially transformative approaches to medical education. The centerpiece of this ap- 
proach is the emerging realization by medical educators that educational reform 
without concurrent redesign of the care delivery environment is unlikely to be suc- 
cessful and that clinical redesign has profound implications on the process and con- 
tent of education as well. For example, one has only to consider the importance of 
continuity of care in forming the attitudes of young physicians and provider con- 
tinuity in managing patients with chronic disease to appreciate the essential unity 
of education and care delivery. Indeed, learning and care are inseparable. 

But physicians alone will be insufficient in the team-based care delivery system 
of the future, and VA must increase its attention to other health professions. At my 
direction, the Office of Academic Affiliations is expanding inter-professional training 
opportunities and, in partnership with VHA’s Office of Nursing Services, has just 
launched a major initiative in nursing education, the VA Nursing Academy. 

The central intent of the Nursing Academy is to work hand in hand with the Na- 
tion’s nursing schools in addressing the major problem underlying the present nurs- 
ing shortage — insufficient numbers of teaching faculty. A 5-year pilot project is al- 
ready underway to identify VA facility-nursing school partnerships willing and able 
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to invest in nursing faculty while at the same time admitting additional numbers 
of qualified students. 

VA nurses will be given faculty appointments and VA will provide additional 
funding for nursing school faculty. Innovative ways of enhancing the learning envi- 
ronment and nursing curriculum will be explored and the scholarly and research de- 
velopment of nursing faculty will be enhanced. 

As is evident from the initiatives summarized above, new, more collaborative 
management models are appropriate for the current relationship between VA and 
its affiliates. One potential model that I would like to see explored in more depth 
is “educational consortia” — in which VA works much more closely with its academic 
affiliates to jointly manage educational programs while still retaining sole control 
of its health care delivery operations. 

In summary, I believe VA’s academic affiliations provide significant opportunities 
for improving health care for veterans while strengthening academic institutions 
throughout the country. We should, and we will, work hard to keep these relation- 
ships vibrant by continuously exploring new approaches to collaboration and secur- 
ing the resources necessary to ensure excellence in our statutory educational mis- 
sion. 

Question 3: What is your overall direction for the VA research program? 

Response: The VA research program is a jewel in the crown of the Nation’s re- 
search capability. Over the years it has done magnificent research, and VA re- 
searchers have received two Nobel Prizes and six Lasker Awards. Our goal is that 
the research we conduct needs to have direct transferability to veteran care. Over 
the last 3 years we have shifted the direction of our research program to increase 
emphasis on research related to Operation Enduring Freedom and Operation Iraqi 
Freedom (OEF/OIF) veterans, including traumatic brain injury (TBI) and other 
neurotrauma, combat-related mental health, prosthetics and amputation health 
care, polytrauma, and other related issues. 

VA’s research is performed in house with funding coming from direct appropria- 
tion, other government entities and the private industry. We have increased our 
percentage of research dollars directly related to OEF/OIF issues to 58 percent. We 
are also continuing to focus on chronic disease research and our research in this 
area is expanding to incorporate genomics research. In addition, we are increasing 
our focus on research related to reducing health disparities, including minority and 
rural health disparities, and are beginning interventional studies in this important 
area. 

Question 4-. Anecdotal evidence suggests that waiting times for medical appoint- 
ments — including non-specialist appointments — often reach several months, and oc- 
casionally exceed six months. In addition, it is my understanding that VA is not 
tracking the time it takes specialty medical procedures and surgeries to be sched- 
uled once they are recommended. Finally, the IG has reported manipulation of the 
electronic waiting list and other procedures used to track waiting times. If con- 
firmed, what would you do to ensure that waiting times are accurate and, more im- 
portantly, that veterans are not waiting excessive times for care, including medical 
procedures and surgeries? 

Response: The most important issue is making sure veterans see a provider as 
quickly as possible. Dela3dng the provision of care beyond reasonable periods of time 
is not acceptable. 

At present, 95 percent of all appointments are made within 30 days of the desired 
date and 98 percent within 60 days of the desired date. We have been tracking the 
number of new veterans to the system that have had to wait more than 30 days 
from the desired date to get an appointment. This number has declined from 22,000 
in May 2006 to 1,300 in March 2007. 

To ensure the accuracy of waiting times, VA has undertaken various measures to 
improve the performance of schedulers who initiate appointments. For example, we 
have made a concerted effort to identify schedulers that are making mistakes. To 
improve performance, VA developed and implemented a comprehensive policy on the 
proper way to schedule and record appointments. 

As part of the implementation process, training is mandated for all employees 
working on scheduling appointments. VHA has conducted training for schedulers to 
help them determine and document these desired appointment dates. Our efforts 
have been successful at reducing the wait times for veterans across the country. 

With respect to waiting for medical procedures and surgeries, this is not yet being 
tracked. One of my top priorities is to develop tertiary care performance standards 
to do just this. 

Question 5: VISNs were implemented a dozen years ago. Since that time the total 
number of personnel assigned to each VISN has grown from the originally envi- 
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sioned 8-10 employees to, in some cases, hundreds. Please share your views about 
what are the advantages and disadvantages of the current structure. 

Response: VHA is among the largest health care systems in the country. The 
VISN structure supports the integration of service delivery within a network. VISNs 
can provide their population of veterans with the full range of health care services 
from primary care, available at locations throughout the network, to highly special- 
ized treatment, which may be available at only one location. Since the VISN system 
was established, the role of VISNs has grown significantly as they take advantage 
of myriad efficiencies. They have taken on a significant work load that could no 
longer be done in Central Office. 

VHA recently held a Summit Meeting in Baltimore to assess where we have come 
in the past 10 years from enrollment reform and the establishment of the VISNs 
and where we would like to go. One of the issues is the role of the VISNs vis-a- 
vis Central Office. Most agree that health care is local, so the development of re- 
gions has its advantages, but there still needs to be consistency and standardization 
of delivery of care. Although the balance between centralization and decentralization 
will always be debated, there is no absolute. It is my opinion the pendulum probably 
has swung a little too far in the direction of decentralization and needs to come back 
toward the center in order to ensure appropriate consistency and standardization. 

Question 6: Are you comfortable with the amount of oversight that VA Head- 
quarters program managers are able to conduct? In your view, is budgetary author- 
ity a requisite for such oversight? 

Response: I am comfortable with the amount of oversight VHA program managers 
have and I do not believe any additional budgetary oversight is required. Central 
Office program managers are responsible for establishing policies and procedures 
and setting standards. They work closely with the Chief Financial Officer to ensure 
program funds are appropriately planned, allocated, and used. They are not opera- 
tors. Program managers advise VA leadership on what should be done. If they be- 
lieve existing policies and procedures are not being followed, they have opportunities 
to raise their concerns before the National Leadership Board and, using the chain 
of command, to bring these issues to my attention. Our managers are evaluated 
based upon objective performance measurement criteria, so they have a direct inter- 
est in maintaining oversight and accountability. I do not believe budgetary authority 
is a requisite for oversight and direction. 

Question 7: What would you do as Under Secretary for Health — beyond increasing 
funding for the existing EDRP and scholarship programs — to enable VA managers 
to recruit and retain health professionals, especially in the area of nursing? 

Response: VA places a high priority on hiring and retaining nurses. We are fortu- 
nate our retention rate seems to be higher than civilian markets. Our nurses believe 
in our mission and enjoy the work environment we create as well as our mission. 
We are in the process of establishing a VA Nurse Academy we hope will lead to bet- 
ter visibility of the VA in Nursing Schools and increased hiring. 

I would like to highlight the programs for recruitment and retention of health 
care professionals noted in your question. The Education Debt Reduction Program 
(EDRP) receives $15 million each year. This program has authorized over 5,200 
awards since its inception in 2002 for health care employees with outstanding stu- 
dent educational loans. There is a current total obligation through Fiscal Year (FY) 
2012 of $89 million. The impact on retention is significant. A study in 2005 revealed 
the resignation rate for EDRP nurses, physicians, and pharmacists was less than 
half that of non-EDRP staff (for nurses, 13.7 percent versus 28 percent; physicians 
15.9 percent versus 34.8 percent; pharmacists 13.4 percent versus 27.6 percent). 

In addition to continuing and enhancing the Education Debt Reduction Program, 
VHA manages one of the largest employee scholarship programs in the Federal Gov- 
ernment, the Employee Incentive Scholarship Program. Over 6,300 academic schol- 
arships have been awarded to VHA employees seeking de^ees in health care occu- 
pations or advancing their education in the nursing professions. 

Question 8: In your view, what can be done to enhance compensation for senior 
non-medical personnel? How do you perceive the discrepancy between compensation 
in VA and in the field of private hospital management, given the similar nature of 
the work? 

Response: Proper and equitable compensation for our most experienced executive 
personnel is a challenge. The government pay system prevents us from paying non- 
medical personnel comparable competitive salaries. 

Growing pay disparities both within and outside VHA make it increasingly likely 
that many executives will be lured away by more lucrative private sector opportuni- 
ties or will choose retirement, leaving a void in the ranks of senior leadership posi- 
tions needed to ensure VHA’s continued pre-eminent position in health care. In a 
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study published in 2000, the Hay Group affirmed the scope of responsibilities of 
VHA health care executives was, overall, comparable to that of private sector execu- 
tives. 

Recent trends in VHA senior executive positions provide evidence of a growing 
problem, since turnover in medical center director positions increased from 6.8 per- 
cent in 2005 to 21.7 percent in 2006. VHA is engaged in rigorous succession plan- 
ning, using such models as the High Performance Development Plan and the Lead- 
ership Development Plan, to identify, train, and retain promising managers. VA, 
like other Federal agencies, is taking advantage of Office of Personnel Management 
(0PM) programs designed to develop the next generation of leaders. 

Question 9: Are you conhdent that current VHA authorities and procedures allow 
for sufficiently expeditious hiring of medical personnel? Please describe any rec- 
ommendations that you may have for changes to the current hiring system. 

Response: No, I am not conhdent that our Human Resources policies and proce- 
dures allow for expeditious hiring in ah areas. In fact, I believe that there have been 
instances where we lost the opportunity to hire good people because our process took 
too long for our clinical professionals. We have appointing authority under title 38 
for physicians, dentists, and registered nurses, and similar authority under our hy- 
brid title 38 appointment for pharmacists, physical therapists, social workers, psy- 
chologists, medical instrument technicians, and others, which allows for quicker hir- 
ing for these positions. However, other allied health areas do not fall under this 
same authority and are subject to prolonged hiring processes. Like most of the rest 
of the Federal Government, we do not have this authority for other professionals 
and technical staff, but we are working internally to identify obstacles and develop 
solutions to speed up the process. 

Question 10: In my view. Physician Assistants play a vital and growing role in 
the delivery of health care. You have already indicated your dedication to expanding 
the role of the PA Advisor. What new efforts would you undertake as Under Sec- 
retary for Health to ensure full participation of the PA Advisor in health care plan- 
ning and to provide adequate resources for the position? 

Response: I agree that physician assistants (PA) are valuable and essential to the 
delivery of care in the VA. VHA increasingly relies on PAs for critical contributions 
to providing quality and timely health care to our Nation’s veterans. The PA Advi- 
sor is now required to travel to Central Office on a regular basis to enhance his full 
participation in the position’s expanded responsibilities. I have made the decision 
that, with the next iteration of consultant for PAs, the position will be full time and 
will be located in Central Office. I am requesting the PA Advisor provide periodic 
briehngs identifying barriers and recommended changes to expand the scope of re- 
sponsibilities in order to fully use PAs in VA. 

Question 11: The Veterans Benehts, Health Care, and Information Technology Act 
of 2006 enacted by Congress last year added Marriage and Family Therapists and 
Licensed Professional Mental Health Counselors to the list of health professionals 
that VA may employ. Please outline your plan for how this law will be implemented, 
specihcahy with regard to how these professionals will be fully integrated into VA 
mental health care. 

Response: To assist with implementation of Public Law (P.L.) 109^61, VHA is 
currently evaluating the graduate training requirements for Marriage and Family 
Therapists and Licensed Professional Mental Health Counselors. Specifically, we are 
looking at the post-graduate clinical experience and supervision required for licen- 
sure, the scopes of practice developed within the states, and the evidence-base for 
the effectiveness of care provided. It is necessary to take these steps to dehne the 
combinations of credentials and experience, as well as the scope of practice, required 
to ensure the professionals will enhance VHA’s ability to deliver high quality mental 
health care services to veterans in need. 

Question 12: Marriage and Family Therapists and Licensed Professional Mental 
Health Counselors have similar or comparable qualifications with social workers, 
who have been eligible to work with VA for years. If conhrmed, how will you utilize 
these health professionals? 

Response: The education of professionals in each discipline is dehned by concep- 
tual models specific to each discipline and an understanding of the clinical needs 
of the population served. Under my direction, the Offices of Mental Health Services 
and Management Support are reviewing the knowledge-base, supervision, and expe- 
rience that dehne training, as well as the scope of practice in other settings to de- 
velop plans using these professions to an optimal degree. These evaluations will in- 
form the strategies for utilization. 
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Question 13: Last month, you issued a policy that introduced anesthesiologist as- 
sistant (AAs) to the VA health system. Please explain the basis for this new policy, 
including how you expect it to enhance the quality of VA health care. 

Response: In some markets, VA has difficulty recruiting nurse anesthetists. Allow- 
ing facilities to use anesthesiologist assistants (AAs) to provide care offers us an- 
other option in providing veterans timely and quality access to needed health care. 
The use of AAs in VA has been an issue even before the December 22, 2006 Human 
Resources Management Letter (HRML) No. 05-06-12 allowing human resources of- 
fices to establish these positions. Anesthesiologist assistants practiced in VA before 
this decision as contractors, and some physician assistants performed this role as 
well. 

This is a relatively new field that could potentially expand the ability of the VA 
to provide anesthesiology services to veterans. These professionals must work under 
the supervision of an anesthesiologist and more than 10 States currently offer li- 
censes to practice. There has been some concern from the Certified Registered Nurse 
Anesthetist (CRNA) community about this approach. It is our opinion that in the 
right setting and with appropriate oversight, the use of anesthesiology assistants 
will expand our capability and in no way diminish quality. It is my understanding 
that the VA CRNA organization is not opposed to the use of AAs in VA, but they 
have some concerns about the specifics outlined in the recently published directive. 
VA leadership agrees with the VA CRNA organization that further discussion will 
take place to ensure their concerns are addressed. If needed, we would issue a new 
directive. 

Question 14: What is the standard by which you would approve or reject enhanced 
use lease applications for use of VA facilities? 

Response: The Enhanced-Use Lease (EUL) legislation (i.e., 38 U.S.C. § 8161- 
8169) allows VA to enter into an enhanced-use lease if: (1) at least part of the prop- 
erty under the lease will provide appropriate space for an activity related to VA’s 
mission; the lease will not be inconsistent with nor adversely affect VA’s mission; 
and the lease will either enhance the use of the property; or (2) the lease would pro- 
vide consideration to be used to improve the health care for veterans in the affected 
community. 

Essentially, there are three levels of strategic review — one at the initial stage 
when the EUL requests (concept papers) are submitted through VISNs to VHA’s 
Capital Assessment and Management and Planning Services (CAMPS) office; an- 
other when VHA submits the concept papers to VA’s Office of Management (OM); 
and then finally when OM submits the request to the Secretary. At any of these 
levels, if it is identified that the legislative criteria is not met, the concept paper 
is disapproved and returned to the VISNs and medical centers. 

Question 15: Much has been promised about ensuring that there is a smooth tran- 
sition between DOD and VA for separating servicemembers. I understand you have 
been directly involved in many of VAs initiatives to improve this process. What is 
the state of progress in this area, and what more needs to be done? 

Response: Seamless Transition has been a goal of VA and the Department of De- 
fense (DOD) for many years, but our success has been measured and has, in some 
instances, fallen short of what our veterans deserve. In August 2003, I was asked 
by Secretary Principi to co-chair a Task Force to look at specific issues related to 
the new group of severely injured OEF/OIF servicemembers. I served in this capac- 
ity until January 2005, when VA established a permanent Office of Seamless Tran- 
sition, composed of representatives from VHA and the Veterans Benefits Adminis- 
tration (VBA), as well as an active duty Marine Corps Officer and an Army Officer. 
Unprecedented efforts were taken by both DOD and VA to put VA personnel full 
time in 10 DOD military treatment facilities (MTF) and to place full time military 
personnel in VA facilities. Our four traumatic brain injury (TBI) centers were con- 
verted to polytrauma rehabilitation centers to deal with the complex injuries of 
some of our recently injured servicemembers. VA began employing a system of clin- 
ical case management to assist in the movement of servicemembers from DOD to 
VA. We recognized the challenges faced by previous generations, and we wanted to 
simplify the process for servicemembers and their families, especially those dealing 
with medical issues. If servicemembers are not going to a Polytrauma Center, our 
case managers coordinated with the nearest VA facility as selected by the veteran. 
Veterans are scheduled to be enrolled in VA prior to leaving the MTF and social 
workers are tasked with coordinating appointments with VA, while case managers 
will handle clinical issues and Transition Patient Advocates (TPAs) address 
logistical issues for our most seriously wounded veterans and servicemembers. 

In March 2007, Secretary Nicholson announced VA would be hiring 100 patient 
advocates to serve as ombudsmen for severely injured OEF/OIF veterans. These new 
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TPAs will assist seriously injured veterans and their families with issues and con- 
cerns and help them navigate the VA system. In March 2007, VHA published a pol- 
icy document outlining the responsibilities of the TPAs, which include traveling to 
military hospitals to meet severely injured patients and their families and following 
those patients into the VA health care system. Also in March 2007, VHA began re- 
cruiting to fill the positions. As of this date, VA medical centers have hired 46 TPAs 
and are interviewing to select the remaining 54. Each medical center with vacant 
TPA positions has detailed employees to perform the functions while recruitment is 
underway. I believe that the TPAs will help us assure that no severely injured OEF/ 
OIF veteran falls through the cracks. 

We are improving our coordination in joint-case management situations with more 
communication. Veteran Tracking Application, VA’s adaptation of the Joint Patient 
Tracking Application system will help track and provide clinically important infor- 
mation. VA has also started using ombudsmen for each severely injured veteran or 
servicemember to ensure one person will follow him or her across the continuum 
of care; we are filling these positions now. We need to do better with less severely 
injured servicemembers who do not enter the Polytrauma System of Care. Our im- 
proved case management system will help them as well. 

Seamless transition for all separating servicemembers is also very important and, 
to a large degree, is handled through the Benefits Delivery at Discharge process. 
We must continue to improve our Compensation & Pension process to ensure effec- 
tive, standardized and timely examinations so veterans receive the care and benefits 
they earned. 

With those limits and needs acknowledged, VA has done a great deal for our 
servicemembers. VHA staff has coordinated over 7,000 transfers of OEF/OIF 
servicemembers and veterans from an MTF to a VA medical facility. Active duty 
Army Liaison Officers are assigned to each of the four VA polytrauma rehabilitation 
centers and assist servicemembers and their families from all branches of Service 
on a wide variety of issues. VA established an OEF/OIF Polytrauma call center to 
assist our most seriously injured veterans and their families with clinical, adminis- 
trative, and benefit inquiries. VA has implemented an automated tracking system 
to track servicemembers and veterans transitioning from MTFs to VA facilities. 
During the period October 2006 through March 31, 2007, over 150 severely ill/in- 
jured patients were transferred from MTFs to VA medical centers (VAMC). VA is 
participating in DOD’s Post Deployment Health Reassessment (PDHRA) program 
for returning deployed servicemembers, and between 5 November 2005 and 30 April 
2007, over 85,000 Reserve and Guard members were screened, generating more 
than 20,000 referrals to VAMCs and over 10,500 referrals to Vet Centers. 

In addition, VA signed a memorandum of agreement (MOA) with the National 
Guard in May 2005 to form state coalitions in 54 States and territories. A similar 
MOA is being developed with the U.S. Army Reserve Command and the U.S. Ma- 
rine Corps at the national level. VA and the National Guard Bureau teamed up to 
train 54 National Guard transition assistance advisors who assist VA in advising 
Guard members and their families about VA benefits and services. We are currently 
reviewing the recommendations of the President’s Task Force on Returning Global 
War on Terror Heroes. Some of these recommendations are already being developed 
and implemented, such as the call to develop a system of co-management and case 
management between DOD and VA and providing full support to DOD for PDHRA 
for Guard and Reserve members, as an extension of the outreach described above. 

Question 16: In an attempt to respond to the demand for care from 
servicemembers from the operations in Iraq and Afghanistan, the Administration 
has chosen to prioritize the care of veterans who served in these operations. Do you 
believe it is appropriate for older veterans to wait behind new veterans for care? 
Would you advocate for increase funding to obviate the need for this type of 
prioritization? 

Response: We certainly do not want to create a situation that pits one group of 
veterans against another. Specific clinical needs should be the final arbiter of pri- 
ority access. If there is no clinical difference, it is administrative policy to expedite 
appointments for new veterans, including OEF/OIF veterans. Our goal is to have 
all veterans seen within 30 days of their requested appointment date, or within 30 
days of their request in the case of new enrollees. If we achieve that, there is no 
need to prioritize one group of veterans over another. Almost all facilities currently 
comply with this 30-day standard 90 percent or more of the time. We believe our 
current level of funding will allow us to meet that goal. The expansion of non-insti- 
tutional services targeted for Fiscal Year 2008 is the most rapid expansion that can 
realistically be achieved in a single year in services for our veterans. 
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Question 17: Criticism of VA’s prosthetics, TBI, and mental health programs has 
raised the issue of VA contracting with private and/or community entities to make 
up for either perceived or real shortcomings in these programs. What are your 
thoughts about this? Is it not possible for VA to reach the pinnacle of care in these 
areas? Would you consider the need for contracting out for care in these areas? Can 
a viable VA health care system exist if its role is relegated to solely that of a payer 
versus a provider in these clinical areas? 

Response: Let me first say that our Nation’s veterans deserve the best care pos- 
sible and we continually work to improve our care and services that we provide. VA 
achieves a gold standard according to external and internal measures of quality for 
our prosthetic, TBI, and mental health care. VA performs over 5,000 amputations 
each year and provides state-of-the-art care to all. Our research, academic affili- 
ations, and clinical programs uniquely place VA as a national leader in the treat- 
ment of TBI, a position we have held since 1992 when we developed our four Lead 
TBI centers. Mental health care is one of our most important areas of concern, and 
we have led the country in the treatment of severe mental illness and substance 
abuse. In fact, our National Center for Post Traumatic Stress Disorder (PTSD) is 
a recognized international leader in the field. 

While no program is perfect, I do not feel the criticism about our prosthetic pro- 
gram raised by some is accurate. I will concede that early on in the war, VA was 
not adequately prepared for this new group of veterans. We dealt primarily with 
geriatric amputees, many with diabetes, making them less than ideal candidates for 
new technologies like myoelectric upper extremity prosthetics and computer-driven 
lower extremities. But, we have redirected our attention and our prosthetists and 
physical therapists have learned from the great work being done at Walter Reed 
Army Medical Center (Walter Reed) and other DOD sites. 

As far as TBI, I believe we have world class care. Again, we must provide the 
best care possible. To reassure our patients and their families, I have instructed our 
facilities to seek a second opinion from reputable civilian experts when 
servicemembers or families are concerned about our level of care or our diagnosis. 
When we have done this, these experts have usually concurred with our work and 
the services provided. The Commission on Accreditation Rehabilitation Facilities 
certifies each Polytrauma Rehabilitation Center, home to our TBI Lead centers. We 
are in the process of requesting a civilian review of our care. 

As far as mental health services, I am very proud of what we provide. We spend 
approximately 10 percent of our budget directly on mental health services and are 
the largest provider of mental health services in the country. Obviously there are 
geographic challenges, and VA appreciates the need to overcome these obstacles, 
which is why we initiated a very aggressive hiring campaign for mental health 
workers. If there are insufficient services available in an area for us to provide 
needed care, we will to consider fee-basing the care; however, in many under-served 
areas, there are few providers, if any, who would meet our quality standards for 
care. 

VA, as a provider of specialty care, is able to exercise direct supervision and over- 
sight on the care and health care policies associated with our veterans. Contracting 
out this functionality entirely will lead to fragmentation of care and an adverse ef- 
fect on the continuity of care needed to ensure quality of care, patient safety, and 
efficiency. 

We take our commitment to providing care to our Nation’s heroes and will contin- 
ually strive to achieve the highest quality of care and services which they deserve. 

Question 18: When asked by AP about a VA report stating that 30,000 or 16 per- 
cent of the 184,000 OEF/OIF veterans who had sought VA care as of late 2006 had 
symptoms of P'TSD, you called this a “gross overestimation” of actual mental health 
disorders. However, I note that the 16 percent figure is consistent with Colonel 
Charles Hoge’s testimony at the September 28, 2006, hearing of the House Com- 
mittee on Veterans’ Affairs. According to Colonel Hoge’ s research, “16 percent of 
soldiers surveyed 12 months after returning from Iraq screened positive for PTSD, 
depression, or anxiety and reported that there was functional impairment at the 
‘very difficult’ level.” Do you still believe the reports of PTSD are grossly overesti- 
mated? 

Response: Let me clarify what we know about mental health disorders. As of the 
end of Fiscal Year 2006, over 205,000 OEF/OIF servicemembers have come to VA; 
72,000 had symptoms of some kind of mental health disorder. That does not mean 
that they came for a mental health problem or that they actually had a mental 
health disorder. Our screening process identifies many symptoms that would not 
have been elicited without asking. Of the 72,000, 34,000 have symptoms consistent 
with PTSD. It is not clear exactly how many of these are finally diagnosed with 
PTSD, but several small studies show that 75 percent to 90 percent of those with 
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symptoms will have some degree of PTSD. In Colonel Hoge’s first report, he states 
16 percent of servicemembers were diagnosed with PTSD, depression, or anxiety, 
but 9 percent of all servicemembers had that diagnosis prior to their deployment, 
meaning only 7 percent of servicemembers diagnosed with PTSD as the result of 
combat experience. 

With regard to your question, it is possible that many of our returning 
servicemembers have readjustment issues that are not due to mental illness but are 
normal reactions to abnormal situations. If so, it would be unfair and inaccurate to 
label them as having mental illness. I can tell you that VA is very concerned about 
cases of PTSD and we are doing everything we can to identify and provide treat- 
ment to those in need. The actual prevalence of PTSD among recent combat troops 
can only be determined by well-designed, large-scale epidemiological studies that 
rely on clinically confirmed diagnoses of PTSD. Multiple deployments to hazardous 
theaters of military operations can increase the risk of developing PTSD and other 
mental health problems and PTSD often develops over many years. The level of 
PTSD among OEF/OIF troops will not be completely known until well after the end 
of current hostilities and deployments to Southwest Asia. 

To better understand the long-term health concerns of OFF/OIF veterans, I’m 
pleased to report I approved funding for VA’s Office of Public Health and Environ- 
mental Hazards to conduct a longitudinal health surveillance of OEF/OIF veterans 
to track the illnesses and diagnoses they have after their deployment. 

Question 19: As I have shared on many occasions, I am concerned about VHA’s 
ability to manage the mental health needs of servicemembers if deployments con- 
tinue indefinitely. With current levels of staffing and resources, how will VHA con- 
tinue to meet the mental health needs of both long-time and new veterans three 
or four years from now? 

Response: Most of our increase in PTSD patients has not been because of veterans 
returning from Iraq or Afghanistan, but from veterans of previous wars experi- 
encing a resurgence of their symptoms. On the basis of projected need for all vet- 
erans, VHA is increasing the estimated budget for mental health services in both 
our medical facilities and our Vet Centers. We have placed a clear emphasis on 
mental health and combat related experiences, with almost $3 billion allocated to 
mental health following an increase of $545 million from 2006 to 2008. We believe 
this should be adequate to meet our needs. VHA anticipates continued growth in 
funding for mental health programs, both through Veterans Equitable Resource Al- 
location and the Mental Health Initiative, beyond 2008. 

We are aggressively expanding our staffing wherever possible, but I do not think 
we are yet where we need to be. The Office of Mental Health Services is working 
with Management Support to augment our current strategies for recruiting mental 
health professionals into our system. We are actively involved in research on mental 
health and clinical neuroscience where findings can be translated into improved care 
within a few years, and other, more basic studies, that may translate into more dra- 
matic advances over longer time frames. Similarly, VA is educating and training our 
existing staff to ensure they have the knowledge and skills needed to provide the 
most up-to-date forms of evidence-based care in a safe, effective, efficient, and com- 
passionate manner. If we cannot meet the clinical needs of these veterans with the 
appropriate type of care, then we need to leverage the civilian community. We will 
monitor this very closely and adjust resources as needed. 

Question 20: Early diagnosis and referral can limit the development and effects 
of mental health problems, particularly PTSD. As such, VA and DOD must cooper- 
ate closely on an effective screening and referral system. What specific steps will 
you take to improve this cooperative system, and to make it comprehensive, reliable 
and ultimately, successful? 

Response: I agree that early diagnosis is very important. When this occurs, we 
have the opportunity to prevent or ameliorate the long term consequences of PTSD. 
It is clear that the immediate post-deployment screen is only of marginal value. Rec- 
ognizing this, VA and DOD generated the PDHRA process. This occurs at 90 and 
180 days after deployment. Research shows this is an optimal time to screen for 
PTSD. We screen all OEF/OIF servicemembers that come to us for care, regardless 
of the initial diagnosis. Many people will not come and express a need for psy- 
chiatric assistance. Our goal is to ensure all servicemembers and their families are 
aware of the available help and to make it as easy as possible for them to access 
care. 

For veterans and servicemembers with severe injuries who have required medical 
evacuation from combat areas, VA and DOD conduct a comprehensive and formal 
system of seamless transition including monitoring any signs or symptoms of mental 
health conditions. 
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For those with planned returns from deployment, veterans and servicememhers 
requiring help can he identified through PDHRA and collaborative PDHRAs 3 to 6 
months after their return. 

There are currently 83 Returning Veterans Outreach, Education and Care 
(RVOEC) teams in VAMCs across the Nation. By the end of Fiscal Year 2007 there 
will be 90 such teams in operation. The goal of these teams is to provide early as- 
sessment and care to returning OEF/OIF veterans designed to address psychosocial 
problems before they deteriorate into actual mental disorders. If existing mental dis- 
orders such as PTSD are identified clinical services are provided by the team or by 
referral to other mental health programs including PTSD clinical teams. Outreach 
activities are carried out in coordination with Vet Centers. Education on clinical 
conditions and coping skills training are basic approaches to controlling emotional/ 
behavioral problems in a manner that promotes coping skills yet can avoid the po- 
tential stigma of the term “treatment.” RVOEC teams also serve veterans in pri- 
mary care settings, as do other mental health providers using evidence based col- 
laborative and coordinated care approaches. A survey of the 38 teams established 
in Fiscal Year 2005 indicated that over 7,700 OEF/OIF veterans were seen for prob- 
lems including PTSD, depression, substance use disorders and employment prob- 
lems. VA is already working closely with community health providers to educate 
them on the signs and symptoms of PTSD. At the urging of the President’s Task 
Force on Returning Global War on Terror Heroes, VA is reinforcing and expanding 
this outreach. 

Question 21: In this era of extensive Reserve component call-ups, do you foresee 
a need for additional Vet Centers beyond the current modest expansion? 

Response: The Vet Centers are extremely effective in providing a venue for help 
with readjustment issues. Through 2008 we will have increased our number of loca- 
tions by 23 for a total of 232 while also augmenting the staff at 61 existing Vet Cen- 
ters with 150 additional positions. In addition to the 100 OEF/OIF outreach workers 
hired in 2004 and 2005, VA has added 269 positions since before 2004. 

VA’s internal budget for the Vet Center program in Fiscal Year 2008 will be $125 
million dollars, which is a 25 percent increase over the program’s Fiscal Year 2006 
$100 million budget. Although we anticipate that these additional resources will be 
of great value to VA’s efforts to intervene early and serve the OEF/OIF troops re- 
turning from combat, we are aware of the increasing number of returning combat 
veterans and will evaluate the need for additional resources on an ongoing basis. 

Question 22: What is your view on maintaining the continued independence of Re- 
adjustment Counseling Service and its Vet Centers from the medical operations 
under VHA? 

Response: The Vet Centers have my full and total support in their mission of pro- 
viding early intervention and quality readjustment services to our Nation’s war vet- 
erans and their families. These community-based centers provide a unique combina- 
tion of outreach and effective readjustment counseling services aimed to assist vet- 
erans and family members in making a successful transition from military deploy- 
ment to civilian life. Vet Center services have enabled VA to better serve the newer 
generation of veterans returning from OEF/OIF. It is my view that the optimal way 
to ensure their continued success is to maintain their current status within the 
health care structure. 

Question 23: VA currently has the authority to involve families only in a limited 
course of treatment. It is now apparent that increased attention to family members, 
outside of specific courses of treatment, would directly benefit veterans at risk of 
mental health problems. What changes, legislative or otherwise, would you pursue 
to increase attention to veterans’ families and to encourage their participation in the 
veteran’s recovery process? 

Response: Family involvement is essential to the care of the veteran. In fact, we 
have adapted our policies to encourage the maximum level of family support, con- 
sistent with the clinical or rehabilitative needs of the veteran, particularly in TBI 
cases. 

In VA medical centers and clinics, families are involved in treatment when this 
is covered in a treatment plan developed to benefit the veteran. This has allowed 
the dissemination and implementation of family psycho-education, an evidence- 
based intervention with a focus on families of veterans with serious mental illness, 
and outcomes that include decreased rates of hospitalization for the veteran. We 
have heard of a number of cases in which families are aware of mental health symp- 
toms, but where veterans are reluctant to come for care. In these cases, there can 
be a real need for families to know that they can come to the VA to talk with mental 
health professionals about their loved one and to learn how to manage symptoms 
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and potentially dangerous behaviors. This type of care is already available through 
Vet Centers, but we lack the authority to allow it in medical centers and clinics. 

As you are aware, Vet Centers have been authorized to provide bereavement 
counseling for family members of deceased servicemembers. Counseling after return 
from deployment often focuses on the veteran’s readjustment to the family as well 
as to the job, school, and community. 

Question 24\ Women make up a growing portion of the military and veteran popu- 
lation and are serving in theaters of combat in increasing numbers. This growing 
group of veterans will continue to require new services from VA. What steps would 
you take to keep pace with the demands of women veterans? What is your view on 
what VHA could be doing to improve services for women veterans? 

Response: Providing gender-specific, age-appropriate health care is our most im- 
portant responsibility to women veterans. Since Fiscal Year 2002, 37.2 percent of 
separated women OEF/OIF veterans have sought VA health care services. This 
means we will be dealing with women veterans of child-bearing age. To properly ad- 
dress this situation, we created the Women Veterans Health Strategic Healthcare 
Group (SHG). I have given my full support to this SHG in planning and imple- 
menting the highest quality care to women veterans. 

VA has designed services and programs to be responsive to the gender-specific 
needs of women veterans. VA offers comprehensive health care services for women 
including: all aspects of primary care, gender-related health care, counseling for sex- 
ual trauma, pregnancy and infertility care. In addition, VA has Women Veterans 
Program Managers at every VA medical center. VA sets the benchmark for care in 
the United States in such areas as breast and cervical cancer screening. 

More and more research is being done to assess the special needs of women in 
the military, including Military Sexual Trauma (MST), and the differences in how 
women respond to stress, especially PTSD. We have a special inpatient women’s 
PTSD center in Cincinnati named Chrysalis and we will consider opening more of 
the same as the need is identified. Similarly, the Women’s Mental Health Center 
in Palo Alto was opened in October 2002 to provide treatment and support for sex- 
ual trauma. VHA’s Office of Mental Health Services recently established a MST sup- 
port team to monitor MST screening and treatment, coordinate MST-related edu- 
cation and training, and to promote hest practices in the field. New cognitive-proc- 
essing therapy and behavioral therapy have proven highly effective, and these les- 
sons are being disseminated to other locations. 

VA is pursuing improved care on multiple levels. We are: 

• Providing enhanced training for primary care providers in the complexity of 
women’s health medicine; 

• Adding a nationally renowned female surgeon to work in our Office of the Med- 
ical Inspector; 

• Establishing a “provider registry” so VHA providers can access “real- 
time”interaction on gender-related medical issues; and 

• Improving the physical environment of care, with particular attention given to 
the need for private, welcoming space for women veterans. 

With regard to what else can be done, I think it would be appropriate to have 
additional research in the areas of general women’s health, such as cardiac disease, 
breast cancer, and cervical cancer rates for veterans and in issues related to mili- 
tary service, such as MST. We are particularly interested in collaborating with DOD 
in efforts to understand how to best respond early after sexual trauma exposure and 
to assist veterans to achieve recovery from traumatic events. 

Question 25: You have testified that currently when wounded service personnel 
enter the VA health system that there is a detailed procedure to minimize the infec- 
tion and spread of tbe acinetobacter infection. What type of testing is currently 
being used to screen patients? 

Response: When patients are admitted to VA facilities, the standard of care is to 
assess all wounds or open sores. This assessment would include a review of all 
available previous culture and susceptibility data from any other facility. Additional 
culture and susceptibility testing would be dictated by the clinical presentation and 
assessment. Acinetobacter baumanii is an organism that grows on usual media in 
VA microbiology laboratories and where routine susceptibility testing is available to 
allow appropriate antibiotic decisionmaking. 

VA has provided a great deal of information to our veterans and staff on this bac- 
terium and we have coordinated with DOD to be sure our providers are aware of 
the potential of this bacterium. Acinetobacter baumanii was reported to be the most 
common gram-negative bacillus recovered from traumatic injuries to extremities 
during the Vietnam War. It also occurs in other non-veterans who suffer traumatic 
injuries suggesting environmental contamination of wounds as a potential source. 
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A staff physician in Infectious Diseases at the National Naval Medical Center Be- 
thesda (Bethesda Naval) first informed VA about multi-drug resistant gram-nega- 
tive rods on the USNS Comfort and at Walter Reed. This occurred in a memo- 
randum to the National Director for Infectious Diseases on April 22, 2004. Because 
some of these patients potentially could have been transferred to a VA Medical Cen- 
ter, VA prepared and released a Colleague’s Letter the next day alerting VA staff 
to this possibility. This letter also noted the general susceptibility pattern, made 
general therapeutic recommendations, and covered overall infection protocol from 
Bethesda Naval. Additional information was sent to the field on November 19, 2004 
that provided more information on isolates, susceptibility testing, and military pro- 
tocols for isolation precautions. 

Question 26: Witnesses from the Committee’s recent hearing on seamless transi- 
tion health issues testified that there needs to be improved screening and testing 
of wounded service personnel for conditions such as TBI (traumatic brain injury) 
and infection (such as acinetobacter) as they are transferred to the VA system. Do 
you intend to have VA work with DOD to gain information about an existing testing 
mechanism for such infections currently being used at Fort Sam Houston? 

Response: We have been working closely with DOD and have developed a screen- 
ing mechanism for TBI that was implemented VA wide as of 1 April 2007. VA is 
now screening all returning servicemembers for mild to moderate TBI. VA, in co- 
ordination with DOD developed a tool for effective early screening of TBI. This tool 
stands ready for use, as directed by the President’s Task Force on Returning Global 
War on Terror Heroes. While screening for mild to moderate TBI is a challenge, we 
have set up a registry to ensure follow-up for people who come up positive on the 
screen. 

VA is also working with DOD through the VA-DOD Deployment Health 
Workgroup to obtain more information about acinetobacter among recent combat 
veterans. At Fort Sam Houston, wounded patients are screened for this and other 
infectious diseases. Information about this screening and any follow-up health care 
is provided to VA in the patient record when these patients transition to VA for 
health care. 

Question 27: Do you anticipate a continued need for annual increases, signifi- 
cantly above the rate of inflation, to VHA’s budget for the foreseeable future? In 
rough numbers, what is VHA’s budget projection through the next five fiscal years, 
and how does it relate to projected patient load? 

Response: The Administration determines the details of its appropriations request 
one year at a time. That said, our budget increases have historically been over infla- 
tion. An increase in the size of the budget equal to the rate of inflation would be 
practical only if no new veterans came into the system, veterans’ health remained 
unchanged, and there were no increased changes in the delivery of care from year 
to year. We have a very rigorous and accurate actuarial model we are continuously 
improving each year that projects our need through a budget year. In addition, VA 
and 0MB together monitor performance and resources monthly to ensure no issues 
arise. We do not have a budget projection for the next 5 years. 

Question 28: As stated in the proposed Fiscal Year 2008 budget, the Administra- 
tion intends to continue its ban on so-called “middle-income” or Priority 8 veterans. 
What are your views on explicitly excluding certain veterans from the VA health 
care system? 

Response: The Enrollment Act of 1996 required VA to establish priority levels of 
veteran care to ensure that those with the greatest needs receive timely and high 
quality care. The law requires the Secretary on a yearly basis to determine what 
priorities he believes VA can support. In January, 2003, then-Secretary Principi 
made a decision precluding new priority 8s from enrolling. This was predicated on 
an unprecedented influx of enrollees and growing wait times. Over 80 percent of 
this group had other forms of health insurance and care available, so this group was 
not put in a situation where they had no access to any kind of care. Secretary Nich- 
olson has continued that policy. VA estimates that if Priority 8 veterans were again 
allowed to enroll, 1.6 million veterans would do so in the first year at a cost of $1.7 
billion. Our 5-year estimate places the cost at $4.8 billion, and our 10-year projec- 
tion estimates a cost of $33 billion. 

Any change in this determination would require several years of preparation. We 
would require new, larger facilities and additional staff to handle the added work- 
load. Simply opening the door for Priority 8 veterans now, without taking these 
steps, would prove disastrous for the quality and timeliness of care VA provides. 

I will note, however, that VA has the authority to enroll combat-theater veterans 
returning from OEF/OIF in VA’s health care system, regardless of income level, 
making them eligible to receive any needed medical care or services. 
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Question 29: In your view, what are the merits of a predictable and viable funding 
mechanism for VA, such as mandatory or guaranteed funding? 

Response: While I am not familiar with the details of how mandatory or guaran- 
teed funding would work, we believe it could have serious, unintended effects. VA 
has greatly benefited from a receptive Congress and Administration and has actu- 
ally done better in our budget than would have been the case with mandatory fund- 
ing. A strict financial formula would not be able to capture the complexity and dyna- 
mism required by a health care system for a population as diverse as our veterans. 
Potentially, rapid advances in medical science, prescription drugs, and treatment 
modalities would be stymied. 

A mandatory funding system also does not appear to allow Congress to exercise 
the oversight it now does in the budgetary process. This could result in inadequate 
funding by the Congress and the President for America’s veterans. 

Question 30: What are the practical effects of running a health care system under 
the constraints of a Continuing Resolution? Are those constraints any different than 
those included in a budget request which essentially flat-lines medical care funding? 

Response: The process of a Continuing Resolution places a great strain on VA. We 
cannot move forward on new initiatives and leadership is unable to make new plans 
or significant changes in our delivery process. It is in effect a flat line budget which 
if continued could significantly impact our ability to provide needed care for our vet- 
erans. 

Question 31: The theft or loss of computer equipment containing sensitive per- 
sonal information on private citizens or agency employees is becoming a routine fea- 
ture of our government. However, I am concerned that hastily issued security direc- 
tives could lead to unforeseen difficulties and negatively impact agency operations. 
What will you do to ensure that VHA mitigates the loss of any more laptops or 
memory devices, while not harming essential functions? 

Response: Protecting Personally Identifiable Information (PII) is critically impor- 
tant to this agency. We owe that to our veterans. VHA is reducing the risk of future 
breaches through better physical security and better business practices. We are 
working closely with Office of Information & Technology (OI&T) to deploy data pro- 
tection solutions, including encrypted laptops and encrypted removable storage 
media. We are also working with OI&T’s Information Protection Office to develop 
business requirements, validation processes, and classification requirements. 

As we have developed initiatives to protect data, we have always operated under 
the admonishment to do no harm. We are constantly dialoging with VA Ol&T about 
issues concerning patient care and the delivery of care. When we have had concerns, 
I personally have brought those up to VA leadership; they have, and are, being ad- 
dressed. 

Question 32: VA and DOD have allegedly been working for over a decade to de- 
velop an interoperable and bidirectional electronic health record that would facili- 
tate the smooth transfer of medical information between DOD and VA. Please give 
your assessment of the state of development of the electronic health record, and 
what steps are needed to reach the goal. 

Response: There have been real and significant advances in the transfer of med- 
ical information from DOD to the VA. VA and DOD have achieved a significant level 
of success and are currently using standards-based interoperable electronic health 
records to share clinical data bidirectionally. 

DOD provides as much electronic data as possible using their current system. At 
present, DOD does not have a mature in-patient electronic health record that could 
be transmitted to VA. VA and DOD have agreed to work expeditiously toward the 
development of a compatible inpatient electronic health record that would leverage 
the strengths of the Armed Forces Health Longitudinal Technology Application 
(AHLTA) as well as our CPRSWISTA. 

On January 24, 2007, the Secretaries of VA and DOD agreed to study the feasi- 
bility of a new common inpatient electronic health record system. During the initial 
phase of this work, expected to last between 6 and 12 months, VA and DOD are 
working to identify the requirements that will define the common VA/DOD inpatient 
electronic health record. The Departments are working to conduct the joint study 
and report findings as expeditiously as possible. At the conclusion of the study, we 
will begin developing a common solution. 

For now, VA receives available electronic data through secure and successful one- 
way and bidirectional data exchange systems. These interfaces, known as the Fed- 
eral Health Information Exchange or “FHIE” and the Bidirectional Health Informa- 
tion Exchange or “BHIE”, ensure that DOD provides VA as much of the health 
record as possible electronically. EHIE supports the care of separated and retired 
Service members and supports the transfer of pre- and post-deployment health as- 
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sessment and reassessment data on separated Service members and demobilized 
National Guard and Reserve patients. Through FHIE, DOD has transferred elec- 
tronic health data on almost 3.8 million unique separated servicemembers. VA has 
provided care or benefits to more than 2.2 million of these veterans. 

BHIE supports the care of and active duty patients and dependants using both 
systems pursuant to sharing agreements or other arrangements. BHIE is now avail- 
able at all VA sites of care and is currently installed at 25 DOD host locations. 
These 25 locations consist of 15 DOD medical centers, 18 DOD hospitals and over 
190 DOD outpatient clinics. By June 2007, VA will be able to access data from all 
DOD sites. 

VA and DOD are implementing several pilot projects to expand our cooperation 
and the transfer of records that will potentially be expanded enterprise wide. In El 
Paso, Texas, VA and DOD are using BHIE to share radiology images, while in the 
Puget Sound area (and at several other locations, including Hawaii, San Antonio, 
and San Diego), VA and DOD can share inpatient discharge summaries and other 
narrative documents. 

VA and DOD also developed transferable, computable allergy and pharmacy data 
between next-generation systems and data repositories. This interface, known as 
CHDR, permits VA and DOD systems to conduct automatic drug-drug and drug-al- 
lergy interaction checks using data from hoth Departments to improve patient safe- 
ty of those active dual consumers of VA and DOD, just as CPRS already does within 
the VA system. 

VA is now able to access DOD medical digital images and electronically scanned 
inpatient health records. We successfully piloted this program, at least in one direc- 
tion (from DOD to VA), between Walter Reed and three of the four VA Polytrauma 
Rehabilitation Centers, located in Tampa, Richmond, and Palo Alto. VA clinicians 
can immediately access critical components of the veteran or servicemember’s inpa- 
tient record from DOD military treatment facilities. Bethesda Naval is also sending 
digital images to Tampa and Minneapolis. Expansion of this capability to Brooke 
Army Medical Center is planned for this summer. 

Question 33: Prior to the Secretary’s directive to centralize all Information Tech- 
nology (IT) operations under VA’s Chief Information Officer, VHA was responsible 
for its own IT functions. What has heen the impact of this reorganization on VHA? 
What problems, if any, have resulted from the reorganization? 

Response: The VA Chief Officer (CIO) assumed authority over the Information 
Technology (IT) staff and their responsibilities on April 1, 2007, approximately 6 
weeks ago. VA is still in the early phases of constructing an IT governance frame- 
work, a critically important task. When the governance structure is established, 
VHA’s will shift toward being a “customer” requiring products and services from its 
new IT provider, the VA CIO. Anytime you make as dramatic a shift as we have, 
there will be challenges. Thousands of personnel have been moved from the admin- 
istration to VA OI&T. I believe that this has gone amazingly well given the mag- 
nitude of the project. I believe we have worked together in a cooperative spirit to 
continue providing IT services for clinical activities and to ensure quality care for 
our veterans. The VA CIO, the Secretary, and I share the view that VHA will set 
the business requirements to ensure our internationally recognized electronic health 
record system continues to provide the highest quality of health care to veterans. 

Some of the challenges we have encountered involve ensuring everyone under- 
stands the new procedures and maintaining communication at all levels. 

Question: 34: Do you believe that the Inspector General can continue the oversight 
of VA operations, if budget cuts are once again required of the OIG? 

Response: While I cannot speak directly to the adequacy of the Office of Inspector 
General’s (OIG) budget, I can say that I will provide any and all assistance or con- 
sultation the OIG requires to make the most effective use of its resources in pro- 
viding oversight of VHA programs. Such consultation will assist OIG in prioritizing 
areas for review and in addressing critical concerns of the Department while maxi- 
mizing available resources. 

Question 35: Given the surge and complexity of claims that VA is receiving as a 
result of ongoing operations abroad, does VHA have the capacity to provide timely 
and accurate medical examinations on behalf of VBA? What would you do, as Under 
Secretary for Health, to ensure that these exams are expedited? 

Response: VHA has been working closely with VBA to ensure that OEF/OIF vet- 
erans get the evaluations that they require and deserve in a timely fashion. VHA 
compensation and pension (C&P) initial exams have a timeliness of 34 days, which 
is within the standard established in the VHAVBA memorandum of understanding. 
We will put in the necessary resources to meet whatever goal is established. 
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VA’s Compensation and Pension Examination Program Office (CPEP) recently 
compared workload for the first 6 months of Fiscal Year 2007 with the first 6 
months of Fiscal Year 2006. While there was an 11 percent increase in completed 
requests and an almost 20 percent increase in completed exams, we also saw a 5 
point jump (to 86 percent) for “A” quality C&P exams, those that meet more than 
90 percent of our quality indicators. Essentially, our quality and our timeliness have 
improved in spite of the increased workload. 

VA anticipates an increase in C&P claims from approximately 800,000 in Fiscal 
Year 2007 to approximately 815,000 in Fiscal Year 2008. As the Under Secretary 
for Health, I will ensure that VHA continues to identify and commit the resources 
needed to manage the anticipated C&P examination workload increase. 

Question 36: Do VHA and VBA facility directors work together to reduce the per- 
centage of incomplete examinations in order to improve the timeliness and accuracy 
of medical examinations? Please cite examples. 

Response: Yes, VHA and VBA facility directors and staff at all levels are expected 
to work together to improve C&P exam processes. 

Veterans Service Center officials at each regional office (RO) are required, at a 
minimum, to meet with their VHA medical center counterparts at least once per 
year to address C&P exam related issues. However, in a recent survey of commu- 
nication practices between VBA ROs and VHA examining sites, CPEP found the 
majority of respondents met more frequently than once a year to address C&P 
issues, and approximately 30 percent conducted monthly meetings. In addition to 
VHA facility directors, these meetings are attended by RO service center managers, 
VAMC chiefs of staff, associate directors, and other staffers. These meetings often 
cover exam requests and report on quality, timeliness, cancellations, workload pro- 
jections, staffing, and other issues. 

But even more can be done to enhance effective communication. VBA and VHA 
jointly conducted a national conference on improving communication between ROs 
and VAMCs concerning C&P exams in April 2007. VBA and VHA were both well 
represented (about 150 attendees each). VEAYHA teams jointly developed concrete 
action plans for improving communications at this meeting. Appropriate experts are 
currently reviewing these action plans in an ongoing progress for improved service 
and support. 

Florida (VISN 8) and Southern California (VISN 22) provide two examples of our 
best practices for VBAATHA coordination. In Florida, the VISN 8 Network Director 
and Health Systems Specialist have worked with the St. Petersburg RO Director 
and Service Center Manager to establish working collaborations resulting in VISN 
8 being one of the Nation’s leading performers in C&P exam quality. In VISN 22, 
VISN Network Director and Network Strategic Management Officer have worked 
with the VBA Western Area Director and San Diego RO Assistant Director to iden- 
tify problems, establish working groups to apply systems improvement principles, 
and develop service agreements to serve as a tool for change. VISN 6 is another ex- 
ample where leadership has established ongoing processes for collaborative owner- 
ship of C&P exam processing issues. The Director of the Salisbury VA Medical Cen- 
ter has taken the lead for the VISN 6 Network Director and worked with RO Direc- 
tors in Huntington, WV, Roanoke, VA, and Winston-Salem, NC. VISN 6 is a high 
performer in both quality and timeliness of exams. 

Question 37: Do medical facilities reschedule examinations, when a first examina- 
tion has been missed, without a Regional Office having to resubmit an examination 
request? Please provide any direction that has been given to the field regarding this 
matter. 

Response: The Chief Business Office (CBO) VHA Procedure Guide 1601E, C&P 
Examinations, states that a veteran’s C&P exam will be rescheduled by the medical 
facility on a one-time basis if the veteran requested the exam be postponed for a 
valid reason. If the veteran failed to report for the exam and provides no justifiable 
reason for missing the exam, the exam request is returned to the regional office. 

Web links to the CBO procedure guide are embedded in the electronic posting of 
VHA Handbook 1601E.01, Compensation and Pension Examinations, which is avail- 
able on the VHA Intranet. The Handbook was distributed to VHA by email on 4/ 
5/2006. In addition, CBO provided training via conference calls and “live meetings” 
to VHA facilities on these procedure guidelines and the Web based educational ma- 
terials. 
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Response to Written Questions Submitted by Hon. Daniel Akaka to 

Michael J. Kussman, M.D., Nominee to be Under Secretary for Health, 

Department of Veterans Affairs 

Question 1: Recent news stories have noted that American Samoan 
servicemembers have extremely high per capita casualty rates in our current con- 
flicts in Iraq and Afghanistan — more than 13 times higher than the national aver- 
age. While American Samoans are overrepresented in uniform, those who return 
home after their service have difficulty receiving health care. Currently, there are 
no VA hospitals in American Samoa. In fact, there is only one hospital in all of 
American Samoa, which does not provide certain types of care. Frequently, Amer- 
ican Samoan veterans must fly to Hawaii to receive care, which can be a difficult 
process. 

I was pleased to learn that a new VA clinic is scheduled to be dedicated in Amer- 
ican Samoa this July. Please provide me an update on the clinic, including progress 
on staff recruitment and linking to computer systems in Hawaii. Also, please de- 
scribe VA’s plans over the next 5 years to better meet the needs of American Sa- 
moan veterans. 

Response: The Department of Veterans Affairs (VA) Pacific Islands Health Care 
System (VAPIHCS) will open its community-based outpatient clinic (CROC) in 
American Samoa on June 25, 2007, and dedicate the CROC on Saturday July 21, 
2007. The CROC will be staffed with six employees — internal medicine physician, 
psychiatrist, social worker, nurse, medical assistant and clerk. All employees have 
been selected and accepted VA offers (three currently reside in American Samoa). 
However, the primary care provider will join the staff several weeks after the clinic 
opens. The CROC will provide care to approximately 1,000 eligible veterans and 
support up to another 600 Army Reserve and TRICARE beneficiaries. 

The CROC will use the VA computerized patient record system (CPRS). Initially, 
to link to electronic systems in Hawaii, CPRS will run on a “site to site virtual pro- 
vider network” connection to an internal VA gateway. VAPIHCS and VA Office of 
Information and Technology (OI&T) are currently negotiating with several vendors 
for a permanent solution that will offer additional speed and bandwidth. VAPIHCS 
and OI&T are optimistic they will be able to successfully establish a “T1 line” via 
satellite. This additional speed and bandwidth will be necessary to support planned 
telehealth activities. Currently, there is no high-speed information technology cable 
to American Samoa and this is not expected to be rectified soon. 

Over the next 5 years, VA plans to establish an active telehealth program. Tele- 
health capabilities in cardiology, endocrinology, ophthalmology, orthopedics and 
rheumatology are currently being evaluated. The establishment and maturation of 
the American Samoa CROC will be the linchpin to meeting the health care needs 
of veterans on American Samoa. Veterans will continue to use LRJ Tropical Medical 
Center for specialty care i.e., non-primary care and non-mental health services. 
Also, veterans will obtain needed care from VA providers traveling to American 
Samoa (e.g., currently a VA orthopedist travels to American Samoa quarterly) and 
referrals to VA facilities in Hawaii or U.S. mainland. 

Question 2: On February 23, 2003, the VHA and the Indian Health Service signed 
a Memorandum of Understanding to encourage cooperation and resource sharing be- 
tween the two parties, for the benefit of American Indian and Alaska Native vet- 
erans. The MOU included agreement on five mutual goals and on nine different 
items regarding health care for American Indian and Alaska Native veterans. 

Please provide a status report on VHA and IHS’s progress regarding each of the 
goals and agreed-to items. Also, please provide all reports published by the inter- 
agency work group proposed in the MOU. 

Response: The Department of Veterans Affairs (VA) and the Department of 
Health and Human Services (HHS), Indian Health Service (IHS) have partnered on 
a number of national projects to implement the goals and agreed-to items in the 
February 23, 2003, Memorandum of Understanding (MOU). In addition, local VHA 
facilities and Tribes have established programs and agreements to implement the 
goals and objectives at the local level. 

To accomplish the goals of improving beneficiary’s access to quality health care 
and services and to improve health promotion and disease prevention services to AI/ 
AN, VA and IHS identified five objectives: facilitating collaboration on effective 
health care delivery, promoting activities to improve health and quality of life for 
ARAN veterans, identifying needs and gaps to ensure optimal health care for the 
AI/AN population, creating an interagency workgroup to oversee national initiatives, 
and developing a common methodology to track VA and IHS activities. VA and IHS 
created a Shared Health Care Workgroup, which drafted an Inter-Departmental Co- 
ordinated Care Policy to optimize the quality, appropriateness, and efficacy of health 
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care services and to improve patient satisfaction. Fifteen VISNs are engaged in var- 
ious access-related outreach activities, four VISNs have incorporated disease-specific 
or prevention services, and seven Networks are planning and negotiating new access 
initiatives. The Office of Rural Health will play an important role in coordinating 
with IHS to meet the needs of AI/AN veterans in rural areas. VA and IHS conduct 
monthly meetings to oversee proposed national initiatives and both agencies have 
an agreed upon framework for documenting and tracking these discussions. 

VA and IHS identified two other goals: IHS facilitating improved communication 
between VA and AI/AN veterans and tribal governments, and encouraging partner- 
ships and sharing agreements. Four objectives support these goals: collaborating in 
the exchange of program communications and other information; cosponsoring and 
providing reciprocal support for Continuing Medical Education, training, and certifi- 
cation of IHS and VA health care staff; developing and implementing strategies for 
information sharing and data exchange; and developing national agreements on 
sharing related to electronic medical records systems, telemedicine, prescriptions, 
bar code medication, national credentialing programs, and other technologies. VA is 
providing training programs to IHS staff and the Tribal community through its Em- 
ployee Education Service and supporting internships and residencies in three VHA 
intensive care units (Phoenix, Minneapolis, and Houston). VA and IHS are currently 
test piloting the use of VetPro, VHA’s electronic credentialing system, in the Phoe- 
nix area, and the Tribal Veterans Representative (TVR) Resource Guide and the 
TVR Eacilitator Guide were completed and distributed in November 2006. VA and 
IHS are collaborating on several IT projects, including medical record and data- 
sharing, pharmacy benefits, potential integration into IHS Integrated Behavioral 
Health package, and other forms of connectivity. Telemedicine has proven to be ex- 
tremely effective in treating PTSD in AN communities. 

The final goal is to ensure appropriate resources are available to support pro- 
grams for APAN veterans. An Interagency Working Group of senior leaders from 
VA and IHS conducts a monthly conference call to discuss programs and associated 
resource needs. VHA has also initiated a performance measurement to track 
progress. A progress report is issued quarterly detailing the group’s work and to en- 
sure programs are implemented as planned. Two published documents are avail- 
able — the first, a cumulative report from Fiscal Year 2005, and the second, a White 
Paper prepared and submitted to the White House in October 2006. These docu- 
ments and the MOU are attached. 

[FY 2006 issue update, VHA and IHS collaboration report, and VA and HHS 
Memorandum of Understanding follow:] 


Issue Update for Fiscal Year 2005 
VHA AND IHS Support for American Indian Alaska Native Veterans 

ISSUE 

Over the last two years, Indian Health Service (IHS) and Veterans Health Admin- 
istration (VHA) have implemented a memorandum of understanding (MOU) to pro- 
mote greater cooperation and sharing between the two health services to enhance 
the health of American Indian and Alaska Native veterans. This brief summarizes 
the progress made under the MOU to date and highlights a few of the more than 
160 activities and programs undertaken in FY2005. 

BACKGROUND 

American Indians and Alaska Natives (AI/AN) have a distinguished history of ex- 
emplary military service to the United States. They have served in high numbers 
and were often assigned to forward combat areas. As a result, they have a wide 
range of combat related health care needs. AI/AN veterans may be eligible for 
health care from VHA or from IHS or both. Despite this dual eligibility, Indian vet- 
erans report the highest rate of unmet health care needs among veterans and ex- 
hibit high rates of disease risk factors. 

PROGRAM SUMMARY 

The MOU between the Departments of Health and Human Services and Veterans 
Affairs, specifies five objectives to enhance the health of AI/AN veterans: (1) improv- 
ing communication, (2) encouraging partnership and sharing, (3) expanding access 
to health services for Indian veterans, (4) ensuring organizational support, and (5) 
improving health promotion and disease prevention services. 
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National Activities 

The Office of the Deputy Under Secretary for Health for Health Policy Coordina- 
tion (DUSH/HPC), lOH, is the principal office responsible for coordinating imple- 
mentation of the MOU within VHA. The office works with the leadership and staff 
of VHA and IHS to identify priority actions and ensure they are carried out. The 
office fosters progress on national initiatives and supports local implementation ac- 
tivities through the annual VHA strategic planning process and quarterly VISN 
monitoring system. 

Communication: The Headquarters Advisory group meets monthly, the Steering 
Committee meets three times each year and the Area and Network Directors have 
twice been convened to discuss priorities and coordinate activities. A FAQ sheet 
about the collaborations has been developed, an annual report was produced in Au- 
gust 2004, and an implementation guide highlighting best practices was completed 
in January 2006. A Web site is under development. VHA has initiated connections 
to tribal and national AI/AN organizations such as the National Indian Health 
Board and National American Indian Veterans, Inc. Briefings and presentations 
about the partnerships have been made at more than a dozen events around the 
country. 

Sharing and Collaboration: VHA Employee Education Service (EES) and the 
Nashville Area of IHS signed an operational agreement in April 2005 to implement 
a sharing demonstration of VHA educational resources with IHS and tribes in the 
region. A password protected Web site has been established to provide IHS staff 
with electronic educational materials and to provide and track continuing education 
credits. Twenty programs were made available to IHS staff in 2005. 

VHA and IHS have a long partnership of sharing in software development, and 
new activities are underway to enhance this partnership. The VHA/IHS Information 
Technology Collaboration has developed a five-point work plan and has established 
a shared Web site to facilitate joint project management. An Interconnection Secu- 
rity Agreement that paves the way for direct network-to-network electronic commu- 
nication has been signed. A project agreement for IHS use of VISTA imaging has 
been drafted and is under review. IHS and VHA staff are regularly attending the 
planning, development and training meetings of the other agency. 

Expanding Access: Access is focused at the local level. However, the national tele- 
health collaboration supports the use of telehealth to provide remote access to 
health services for AI/AN veterans. In April 2005, eighteen IHS staff attended the 
annual VHA telehealth coordination meeting for the first time. During the meeting, 
VHA agreed that IHS and tribal representatives will join each VHA VISN-level tele- 
health coordination workgroup and two test sites for joint network development 
were identified: the Billings Area IHS and the Utah telehealth network (which in- 
cludes tribes). 

Organizational Support: VHA has developed an implementation guide that shares 
best practices with the field. Both VHA and IHS require progress reports from the 
field on collaboration and the expansion of services to AI/AN veterans. VHA sharing 
is an element of the IHS Area Directors performance contract with the Director of 
IHS. Starting in 2005, VHA requires that each facility provide access to American 
Indian spiritual practices equivalent to that provided for other religious affiliations. 
EES is developing a national Tribal Veteran Representative training curriculum. 

Health Promotion ! Disease Prevention: IHS/VHA workgroups in Diabetes Preven- 
tion and Behavioral Health were established. On the recommendation of the Diabe- 
tes Prevention workgroup, three diabetes prevention partnerships were funded in 
Albuquerque, Los Angeles and San Diego. The programs incorporate primary pre- 
vention measures, including diet modification and physical activity, into activities 
targeted to AI/AN veterans. 

The Behavioral Health workgroup developed a framework for AI/AN communities 
to assist the 3,668 returning Operations Iraqi Freedom and Enduring Freedom 
(OIF/OEF) AI/AN servicemembers and veterans reintegrate with their families and 
communities and readjust to civilian life. The objective is to promote a community 
health model that gives tools to Tribal communities and families to help returning 
veterans address emerging adjustment reactions, traumatic stress, and Post Trau- 
matic Stress Disorder (PTSD), emphasizing recovery as the goal. Outreach and in- 
formational materials have been developed and, to date, have been shared directly 
with four Tribes for local customization and adaptation. The program also includes 
education for local VHA, IHS and Tribal clinical staff on special health care con- 
cerns that arise following combat exposure; and training for VHA staff on cultural 
and spiritual needs of AI/AN veteran patients. 

Three projects have been funded to pilot-test evidence-based mental health treat- 
ment resource kits for use with veteran and AI/AN veteran populations. 
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IHS Area and VHA Network Aetivities (Examples, Attachment 1) 

Communication: In FY2005, VISNs reported more than 120 contacts with IHS, 
Tribal leaders or AI/AN veteran groups. Nearly two-thirds of these discussions oc- 
curred directly with Tribes. 

Sharing and Collaboration: The Networks reported more than 25 agreements to 
promote sharing and collaboration in FY2005. Projects included the sharing of 
space, information technology expertise, educational programming, joint purchasing, 
and contracting for laboratory or diagnostic services. 

Access: By the end of FY2005, VISNs reported more than 20 programs that ex- 
pand access to services for AI/AN veterans. For example. Network 19 reported near- 
ly 300 telepsychiatry patient contacts, 84 veteran participants in traditional cere- 
monies or native healer consults, and the completion of a residential substance 
abuse treatment program by 10 patients. Other programs around the country in- 
clude a dedicated AI coordinator to assist with nursing home placements. Tribal/res- 
ervation based CBOCs, telehealth home health care, telecardiology services, emer- 
gency room care agreements and reservation based housing for homeless AI/AN vet- 
erans. Network 18 reported an overall 17 percent increase in the number of AI/AN 
patients served in FY2005. 

Organizational Support: At the local level, organizational support frequently 
manifests as VHA sponsored health fairs, pow wow or homeless stand downs for AI/ 
AN veterans, often held on or near a reservation. VISNs reported holding or partici- 
pating in more than 70 such events in FY2005. 

Health Promotion ! Disease Prevention: Three Networks reported prevention ori- 
ented programs: OIF/OEF readjustment outreach in VISN 18 and 20 and health 
promotion programs in VISN 18 and 22. 

Two Year Review 

The Steering Committee (SC) met in April 2005 to review progress under the 
MOU, hear from veterans and Tribal leaders, and determine if changes were needed 
to the agreement. The SC recommended that the MOU and the programs under it 
continue unchanged. However, the SC expects to see a greater emphasis on commu- 
nication, outreach and the sharing of program and benefit information with veterans 
and Tribes including information on housing programs and support for homeless AI/ 
AN veterans. In addition, the leadership of each organization has been asked to de- 
velop a joint policy for the coordination of health care for dual use veterans. Finally, 
the development of a new home health care demonstration for long term care elderly 
patients is expected. 


ATTACHMENT 1 

Examples of IHS/VHA Sharing and Collaboration Activities 
FY2005 


Access: 

1. Telecardiology Services 

2. Patient diet counseling 

3. Home based care 

4. Tribal staffed CBOC 

5. ER diagnostic/treatment ... 

6. Health fair prevent screen 

7. Mental Health Therapy 

8. Telepsychiatry 

9. Residential SA treatment .. 

10. Co-management w/ CPRS 

11. Homeless Housing 

12. Vet Centers 


13. Shared FTE veteran coord 

Sharing & Collaboration: 

1. Radiology and Pathology ... 

2. Space Lease 


SC, IHS at Rockhill 

NM, IHS Gallup 

AZ, LA 

OK, Choctaw Nation 

OK, Choctaw Nation 

LA, lena Band Choctaw 

AZ, reservation based WY 

WY 

UT 

SD/ND; Pine Ridge, Ft. Yates, 

Eagle Butte. 

SD, Pine Ridge 

AZ, SD, OK, AK 


NC, Cherokee Hospital 


KS, Haskell Nation ... 
\A/I, Ho-Chunk Nation 


12 clients served to date. 

IHS provided counseling for VA. 
Telehealth enabled. 

1,000 vetS; save 130 mile drive. 
Saves 2 hour emergency trip. 
Enrolled vets w/ presumptive Dx. 
2 group; 63 indiv consults 02. 

@ 100 patient contacts, 02. 

Eight patients completed. 

IHS staff can view VA records for 
all shared patients. 

Building dedicated Nov 2005. 
Hopi, Navajo, Pine Ridge, Rose- 
bud, Tahlequah, AK Native Vil- 
lages. 

108 clients served PY2005. 

100-200 reads/month. 

5,661 sq ft space leased. 
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Examples of IHS/VHA Sharing and Collaboration Activities — Continued 
FY2005 


3. Tribal College affiliation ... 

4. Laboratory contract 

5. PTSD education training ... 

Organizational Support: 

1. Veteran Tours of VAMC 

2. Credentialing Tribal staff . 

3. Share patient edu material 

4. Tribal veteran rep training 

5. Weekly talking circle 

6. Full Time Al Coordinator ... 


OK, Cherokee Nation 

TX 

AK 


NC, Cherokee Hospital 
NC, Cherokee Hospital 
VISN 12, Bemidji IHS 
VISN 23, 19, 18, 12 .. 

AZ 

AZ 


Training for student RN, opt, rad. 
$3,361 revenue generated Q2. 
Prepare IHS for OIF/OEF vets. 


Tours introduce Al vets to VA. 
Smooth referral, access CPRS. 


PTSD patients enrolled. 

Assist nursing home placement. 


Veterans Health Administration and Indian Health Service Collaboration 
FOR American Indian/Alaska Natives (AI/AN) 

On February 25, 2003, tlie Department of Healtli and Human Services (HHS) and 
tlie Department of Veterans Affairs (VA) entered into a Memorandum of Under- 
standing (MOU) to encourage cooperation and resource sharing between the Indian 
Health Service (IHS) and the Veterans Health Administration (VHA). The goal of 
the MOU is to use the strengths and expertise of both organizations to deliver qual- 
ity health care services and enhance the health status of American Indian and Alas- 
ka Native veterans. Through the Headquarters Advisory Group, numerous national 
programs have been initiated to serve AI/AN veterans. In addition, local activities 
take place between the Veterans Integrated Service Networks (VISN), VA medical 
facilities, and the tribes themselves. 

Outreach. At the national level, outreach activities have consisted of increased 
communications between VHA and IHS through the Headquarters Advisory Group 
and the Steering Committee, briefings such as the VA briefing on VA Seamless 
Transition Activities to IHS leadership, IHS participation in the VHA Symposium 
on “Caring for Veterans Returning from Recent Conflicts,” and the pending revision 
of the joint IHS/VA Web site. The Tribal Veterans Representative (TVR) Resource 
Guide and the TVR Facilitator Guide have been completed and will be distributed 
in November 2006. A video broadcast of the materials is also scheduled for release 
in November. At the local level, thirteen networks are engaged in a variety of out- 
reach activities, including meetings and conferences with IHS program and tribal 
representatives, VA membership in the Native American Healthcare Network, VA 
participation in traditional Native American ceremonies, transportation support to 
AI/AN, etc. 

Education. VHA Employee Education Service (EES) is providing training pro- 
grams to IHS staff and the tribal community. A password protected Web site has 
been established to provide IHS staff with electronic educational materials and to 
provide and track continuing education credits. In 2006, VHA delivered 146 training 
programs, of which 90 were made available using satellite technology and 55 using 
web based technology. These educational programs will be continued in 2007, and 
VHA will also provide selected IHS staff an opportunity to attend regional EES 
workshops on buprenorphine. 

Behavioral Health. The Behavioral Health workgroup developed a framework 
for AI/AN communities to assist returning Operations Iraqi Freedom and Enduring 
Ereedom (OIF/OEF) AI/AN servicemembers and veterans reintegrate with their 
families and communities and readjust to civilian life. The objective is to promote 
a community health model that gives tools to Tribal communities and families to 
help returning veterans address emerging adjustment reactions, traumatic stress, 
and Post Traumatic Stress Disorder (PTSD), emphasizing recovery as the goal. The 
joint committee has developed a slide presentation to be used by outreach teams 
when addressing various Tribal veterans. There have been briefings using the slide 
presentation in Montana, with approximately 30 veterans now receiving services 
from VA. 

Expanded Health Care Serviees. At the local level, ten VHA networks are en- 
gaged in targeted initiatives aimed at providing a full continuum of healthcare serv- 
ices, such as health fairs, VA/IHS Advisories, Use of Health Buddy, and education 
and/or shared services in substance abuse, domestic violence programs, cardiac re- 
habilitation, dietetics, behavioral medicine, etc. 
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Information Technology. VHA and IHS are collaborating on numerous informa- 
tion technology projects, including Medical record and data-sharing policy, a Bar 
Code Medication Administration (BCMA) project. Centralized Mail Out Pharmacy 
(CMOP) support, potential integration into IHS Integrated Behavioral Health pack- 
age, potential use of VA information technology systems for some IHS sites, data 
networking and communication — exploring VA network operations for alternate 
connectivity for non-clinical applications (i.e. electronic lab services) and collabora- 
tion on hardware whereby approximately 100 CPUs will be sent to the Aberdeen 

Patient Safety Program. The VHA National Center for Patient Safety (NCPS) 
has trained the newly appointed IHS patient safety manager in Root Cause Anal- 
yses and Healthcare Failure Mode and Effects Analysis and has provided a small 
library of core patient safety literature and various NCPS tools. 

Care Coordination. The VHA-IHS Shared Health Care Workgroup has drafted 
an Inter-Departmental Coordinated Care Policy, the goal of which is to optimize the 
quality, appropriateness and efficacy of the health care services provided to eligible 
American Indian and Alaska Native (AI/AN) veterans receiving care from both VHA 
and IHS or Tribes; and to improve the patient’s satisfaction with the coordination 
of care between the two Departments. 

Diabetes Prevention Programs. Three Diabetes Prevention programs have 
been initiated in San Diego, Greater Los Angeles, and Albuquergue. The goal of the 
program is to assist AI/AN veterans integrate healthy lifestyles, and therefore to 
prevent healthcare problems related to diabetes. Various components of the program 
include training Diabetes Prevention Program (DPP) lifestyle coaches, producing de- 
liverable DVDs of the training sessions and distributing them to each AI site; pro- 
viding sites with related equipment, including TVs, TV carts and DVDWCR players 
and other related educational materials. 

Telemedicine. Another VA program that is very effective and popular with In- 
dian and Alaskan Native Veterans is Telemedicine. It is proving to be extremely ef- 
fective in the treatment of PTSD in Alaskan Native villages. VA and IHS are work- 
ing to spread the use of telemedicine services by AI/AN veterans, which will allow 
VA to bring physical and mental health care to the tribes, especially those in remote 
areas of the country. 

Credentialing Program. VA and IHS are currently in a pilot test of the use of 
VetPro, VHA’s electronic credentialing system by the Phoenix Area Indian Health 
Service. The intent of this pilot is to demonstrate the value of sharing Federal infor- 
mation technology used for the credentialing of health care providers. The pilot 
began in May 2006. To date, 61 Licensed Independent Practitioners have been en- 
rolled by the two IHS facilities and IHS appears enthusiastic about the VetPro proc- 
ess. 

Research. The Los Angeles VA Geriatric Research Education and Clinical Center 
has been funded for a research study entitled “VHA and IHS: Access for American 
Indian Veterans.” The study will describe dual utilization of VA and IHS services, 
including fragmentation or potential overlap of services, identify organizational and 
individual factors that impede or facilitate access to care, and generate rec- 
ommendations on how VA and IHS can work together to improve access to health 
care. 

Traditional Healing. Some VHA facilities and Vet Centers have incorporated 
Traditional Healing Ceremonies along with modern methods of treatment and coun- 
seling. As a national initiative, VA has sent over 500 letters to tribal leaders to ask 
them to provide information on appropriate providers of Traditional Practices so 
that they may be called upon for religious/spiritual care of AI/AN veterans. 

Department of Veterans Affairs, 

Veterans Health Administration, 

Washington, DC, June 24, 2003. 

Dear Colleagues in Veterans and Indian Health: On February 25, 2003, the 
Department of Health and Human Services (HHS) and the Department of Veterans 
Affairs (VA) entered into a Memorandum of Understanding (MOU) to provide opti- 
mal health care for the more than 165,000 American Indian and Alaska Native vet- 
erans in the Nation. This MOU, signed by the Deputy Secretaries of VA and HHS 
on behalf of Secretary Anthony J. Principi and Secretary Tommy G. Thompson, of- 
fers many opportunities to enhance access to health services and improve the qual- 
ity of health care for Indian veterans. The purpose of our letter is to provide guid- 
ance on the intent and potential applications of the MOU. We have enclosed a copy 
of the MOU for your reference. 

The MOU is designed to improve communication between the agencies and Tribal 
governments and to create opportunities to develop strategies for sharing informa- 
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tion, services, and information technology. The technology sharing includes the VA’s 
electronic medical record system, bar code medication administration, and telemedi- 
cine. Also, VA and the Indian Health Service (IHS) will co-sponsor continuing med- 
ical training for their health care staffs. Significantly, the MOU encourages VA, 
Tribal, Urban, and IHS programs to collaborate in numerous ways at the local level. 
We expect that the most progress will be made where effective local partnerships 
are formed among the IHS, VA, and Tribal governments to identify local needs and 
develop local solutions. You are encouraged to establish a means for routine and 
periodic communication between local elements of VA and the IHS. At a minimum, 
such communication would serve to clarify and share information on which services 
are provided by each organization and to whom at each location. At its most effec- 
tive, the communication would include a broader discussion of joint program initia- 
tives in clinical service delivery, community-based care, health promotion, and dis- 
ease prevention. The management and prevention of chronic disease is a challenge 
that confronts both Departments; creative solutions in case management, home and 
community-based care, and primary prevention activities will improve the health of 
those we serve. 

Collaborations already exist in many locations but the intent of the MOU is to 
expand these activities where they are and extend them to more communities and 
facilities. Examples of shared service arrangements already in place include the fol- 
lowing: In some locations, specialists from VA provide cost-effective consultation to 
Indian health facilities; at others; telemedicine capabilities are shared to enhance 
access to otherwise unattainable services; and continuing education through access 
to veterans’ programs is another shared capability that has been developed in some 
areas. Other collaborative efforts remain to be developed and might include primary 
care for non-Indian veterans in exchange for hospital care for non-veteran Indians. 
The creation of joint community-based care and prevention is another area of col- 
laboration where few models currently exist. 

Another principle embodied in the MOU is that collaboration and more creative 
and effective use of resources will meet the President’s management objectives. 
President Bush has clearly stated his management agenda to improve the efficacy 
and efficiency of Federal Government activities. Where there are opportunities to fill 
gaps or eliminate the duplication of effort, collaboration can help with the planning 
and deployment of resources in the most cost-effective and highest-quality manner. 
The MOU encourages the development of resource-sharing, within our current legal 
authority, to enhance the services provided to meet the missions of both Depart- 
ments. It does not mean that each Department will begin to bill the other for serv- 
ices provided to the other’s beneficiaries, except where it is agreed to by both enti- 
ties. It may mean, however, the development of responsible sharing of services to 
meet the needs of patients and communities. 

At the national level, the two Departments will continue their very productive col- 
laboration in developing more effective information technologies. Collaboration has 
led to many advancements in electronic health record systems and quality improve- 
ment tools. The MOU should facilitate the engagement of local entities in both De- 
partments that are able to influence national program development in these areas. 

In summary, the MOU expresses the commitment of both Departments to expand 
our common efforts to improve the quality and efficiency of our programs. It pro- 
vides policy support to local planning and collaboration, and it charges local leader- 
ship to be more innovative and engaged in discharging our responsibilities. It is 
clear that the goal of the MOU is to improve both the quality and quantity of serv- 
ices provided to the populations we serve. Ultimately, it is a tool to elevate the 
health of our patients, communities, and the Nation. 

Sincerely yours. 


Robert H. Roswell, M.D., 
Under Secretary for Health. 
Charles W. Grim, D.D.S., M.H.S.A., 

Assistant Surgeon General, 
Interim Director, Indian Health Service. 


Memorandum of Understanding Between the VAWeterans Health 
Administration and HHS/Indian Health Service 

I. PURPOSE 

The purpose of this Memorandum of Understanding (MOU) is to encourage co- 
operation and resource sharing between the Veterans Health Administration (VHA) 
and Indian Health Service (IHS). The goal of the MOU is to use the strengths and 
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expertise of our organizations to deliver quality health care services and enhance 
the health of American Indian and Alaska Native veterans. This MOU establishes 
joint goals and objectives for ongoing collaboration between VHA and IHS in sup- 
port of their respective missions. 


II. BACKGROUND 

The mission of the Indian Health Service is to raise the physical, mental and spir- 
itual health of American Indians and Alaska Natives to the highest level. The IHS 
goal is to assure that comprehensive, culturally acceptable personal and public 
health services are available and accessible to American Indian and Alaska Native 
people. 

The mission of the Department of Veterans Affairs is to “care for him who shall 
have borne the battle and his widow and orphan.” Those words were spoken by 
Abraham Lincoln during his second inaugural address and reflect the philosophy 
and principles that guide VA in everything it does. The Veterans Health Adminis- 
tration six strategic goals are: put quality first until we are first in quality; provide 
easy access to medical knowledge, expertise and care; enhance, preserve, and restore 
patient function; exceed patient’s expectations; maximize resource use to benefit vet- 
erans; and build healthy communities. 

The IHS and the VA enter into this MOU to further their respective missions. 
It is our belief, that through appropriate cooperation and resource sharing both or- 
ganizations can achieve greater success in reaching our organizational goals. 

III. ACTIONS 

A. This MOU sets forth 5 mutual goals: 

1. Improve beneficiary’s access to quality healthcare and services. 

2. Improve communication among the VA, American Indian and Alaska Native 
veterans and Tribal governments with assistance from the IHS. 

3. Encourage partnerships and sharing agreements among VHA headquarters and 
facilities, IHS headquarters and facilities, and Tribal governments in support of 
American Indian and Alaska Native veterans. 

4. Ensure that appropriate resources are available to support programs for Amer- 
ican Indian and Alaska Native veterans. 

5. Improve health-promotion and disease-prevention services to American Indians 
and Alaska Natives. 

B. To further the goals of this MOU, VA and IHS agree to: 

1. Facilitate collaboration on effective healthcare delivery for American Indian and 
Alaska Native veterans and shared responsibility for implementation of appropriate 
health promotion and disease prevention efforts. Ensure that IHS and VA facilities 
develop and provide effective linkages between facilities to support health promotion 
for American Indian and Alaska Native veterans that benefit their communities. 

2. Identify needs and gaps between the VA and the IHS to develop and implement 
strategies to ensure optimal health for the American Indian and Alaska Native vet- 
eran population. 

3. Promote activities and programs designed to improve the health and quality of 
life for American Indian and Alaska Native veterans. 

4. Develop and implement strategies for information sharing and data exchange. 

5. Collaborate in the exchange of relevant programmatic communications and 
other information related to American Indian and Alaska Native veterans. 

6. Cosponsor and provide reciprocal support for Continuing Medical Education, 
training and certification for IHS and VA healthcare staff. 

7. Develop national sharing agreements, as appropriate, in healthcare information 
technology to include electronic medical records systems, provider order entry of pre- 
scriptions, bar code medication, telemedicine, and other medical technologies, and 
national credentialing programs. 

8. Create an interagency work group to oversee proposed national initiatives. 

9. Develop a common methodology to track VA and IHS interagency activities and 
report progress. 


rV. OTHER CONSIDERATIONS 

A. All VA Medical facilities and the IHS will comply with all applicable Federal 
laws and regulations regarding the confidentiality of health information. Medical 
records of IHS and VA patients are Federal records and are subject to some or all 
of the following laws: the Privacy Act, 5 U.S.C. 552a; the Freedom of Information 
Act, 5 U.S.C. 552; the Drug Abuse Prevention, Treatment, and Rehabilitation Act, 
21 U.S.C. 1101, the Comprehensive Alcohol Abuse and Alcoholism Prevention, 
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Treatment and Rehabilitation Act, 42 U.S.C. 4541, the Health Insurance Portability 
and Accountability Act of 1996, 42 U.S.C. 1301, VA’s Confidentiality of Certain Med- 
ical Records, 38 U.S.C. 7332; Confidential Nature of Claims, 38 U.S.C. 5701; Med- 
ical Quality Assurance Records Confidentiality, 38 U.S.C. 5705, and Federal Regula- 
tions promulgated to implement those Acts. 

B. Care rendered under this MOU will not be part of a study, research grant, or 
other test without the written consent of both the IHS and the VA facility and will 
be subject to all appropriate HHS and VA research protocols. 

C. The VA and the IHS will abide by Federal Regulations concerning the release 
of infonnation to the public — and will obtain advance approval from either VA or 
IHS before publication of technical papers in professional and scientific journals — 
for articles derived from information covered by this MOU. The VA and the IHS 
agree to cooperate fully with each other in any investigations, negotiations, settle- 
ments or defense in the event of a notice of claim, complaint, or suit relating to care 
rendered under this VA/IHS MOU. 

D. No services under this MOU will result in any reduction in the range of serv- 
ices, quality of care or established priorities for care provided to the veteran popu- 
lation or the IHS service population. 

E. The VA may provide IHS employees with access to VA automated patient 
records maintained on VA computer systems to the extent permitted by applicable 
Federal confidentiality and security law. Additionally, the IHS will likewise provide 
VA employees access to Veteran IHS records to the same extent permitted by appli- 
cable Federal confidentiality and security law. 

F. Both parties to this MOU are Federal agencies and their employees are covered 
by the Federal Tort Claims Act, 28 U.S.C 1346(b), 2671-2680, in the event of an 
allegation of negligence. It is agreed that any and all claims of negligence attrib- 
utable to actions taken pursuant to this MOU will be submitted to legal counsel for 
both parties for investigation and resolution. 

V. TERMINATION 

This MOU can be terminated by either party upon issuance of written notice to 
the other party not less than 30 days before the proposed termination date. The 30 
days notice may be waived by mutual written consent of both parties involved in 
the MOU. 


VI. EFFECTIVE PERIOD 

The VA and the IHS will review the MOU annually to determine whether tenns 
and provisions are appropriate and current. 

Leo S. MacKay, Jr., 
Deputy Secretary of Veterans Affairs, 
Department of Veterans Affairs. 
Claude A. Allen, 

Deputy Secretary of Health and Human Services, 
Department of Health and Human Services. 

Date: February 25, 2003. 


Question 3: I understand from representatives of the Disabled American Veterans, 
based on a recent briefing at the Walter Reed Army Medical Center (WRAMC), that 
the average number of prosthetic limbs issued to amputees treated at WRAMC is 
six. These sophisticated artificial limbs enable severely wounded service personnel 
to run, climb, swim, lump and do other physical exercises and sports that were im- 
possible for earlier generations of amputees. I understand that VA’s average pros- 
thetics issue is three prostheses for a veteran amputee under your care. 

Question 3(a): Does VA have plans to modernize its prosthetic and orthotic pro- 
grams in a similar way to that of WRAMC, and if so, what are those plans? 

Response: Yes, VA has begun a modernization process to upgrade existing com- 
puter aided design-computer aided manufacture (CAD-CAM) equipment in the 58 
prosthetics labs. In the personnel area, VA has mandated and has achieved full ac- 
creditation for all 58 of its Prosthetic and Orthotic Labs. Each lab has been man- 
dated to have at least one Certified Prosthetist, Orthotist or an individual certified 
in both specialties. VA has also established training programs with private industry 
to learn more about the latest technology and fitting techniques. 

VA has established two national contracts to provide state-of-the-art upper ex- 
tremity prostheses. To ensure convenience to the veteran amputee and access to the 
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state-of-the-art prosthetic appliances, VA contracts out to private industry 95 to 98 
percent of the total limbs fabricated for all veterans. In addition, VA has established 
a rotation system with Walter Reed Army Medical Center and Brooke Army Medical 
Center to send VA Prosthetists, Physical and Occupational Therapists to their am- 
putee centers to ensure continuity of care between VA and Department of Defense 
(DOD). 

Question 3(b): If a veteran comes to VA today for newly invented prosthetic appli- 
ances or limbs, such as the “C-Leg,” or a prosthetic arm that would allow him to 
play golf or tennis, what is VA’s policy for providing those limbs and the necessary 
training to use them? 

Response: When a veteran comes to VA for a prosthetic appliance, VA provides 
the newest versions available and trains the veteran in its proper use. Prosthetists, 
physical or occupational therapists, and other rehabilitation specialists provide 
training relevant to the veteran’s specific needs as part of the rehabilitation process. 
If the patient has a lower extremity amputation and requires a C-leg, for example, 
VA offers training on how to walk on various surfaces, how to negotiate stairs, how 
to get back up after falling, how to care for the appliance, and how to don the de- 
vice. For veterans with an upper extremity amputation requiring a myoelectric arm, 
for example, VA trains the veteran in how to don and care for the appliance, how 
to manipulate the hand, wrist, and elbow, and how to employ independent living 
techniques to care for themselves. This training is available whenever VA provides 
a prosthetic, whether the veteran is a new patient or not. 

Question 3(C): How will VA respond when veterans who have been issued these 
high level appliances come to the Department’s Prosthetics and Sensory Aids Pro- 
gram for repairs and replacements? 

Response: When a veteran comes to VA for a repair or replacement of an appli- 
ance they received from DOD, they are provided repairs for that appliance or a re- 
placement of equal or greater technology and provided the necessary training for 
use and maintenance. 

Question 4: I am concerned that there are a great number of enrolled veterans 
who are at risk of Obstructive Sleep Apnea (OSA) who today are not being tested 
and diagnosed. I understand that the current backlog of sleep studies is quite high. 
While I understand that VA considers adding a large number of sleep study beds 
and contracting with community facilities as options to meet the current demand, 
what other innovative approaches for diagnosing OSA is the Department evalu- 
ating? 

Response. A number of VA sleep centers including, Houston and Los Angeles, are 
working to integrate a combination of in-laboratory and at-home testing into a com- 
prehensive program. These programs are designed so we can continue to meet the 
national standards of practice for OSA diagnosis set forth by the American Academy 
of Sleep Medicine. VA will continue to evaluate the need for additional sleep centers 
and will expand to other facilities as the need arises. A description of the program, 
its operating procedures, guidelines, and implementation are currently being pro- 
duced in the new volume of sleep clinics. 


Response to Written Questions Submitted by Hon. John D. Rockefeller IV 
TO Michael J. Kussman, M.D., Nominee to be Under Secretary for Health, 
Department of Veterans Affairs 

Question 1: Over 1 million active duty soldiers and over 400,000 Guard and Re- 
servists have served in Iraq and Afghanistan, including 8,000 West Virginia service 
personnel and over 4,000 Guard and Reservists. Policymakers believe at least one- 
third or more soldiers will need mental health care at some point, and having met 
with many West Virginia soldiers, you believe this number could be even higher. 
The Vet Centers, created after the Vietnam War, are independent centers and pro- 
vide quality counseling and care with the least bureaucracy in the VA system. Ru- 
mors suggest that VA is considering changing Vet Center so that each would report 
to a VA Medical Center, but this is a terrible idea, in my judgment. Dr. Kussman, 
I meet with returning West Virginia veterans privately, and they are strong advo- 
cates for the Vet Centers, and the independence of such centers. 

Question 1(a): What is your view of the Centers, and what will VA do to support 
the Centers and increase the staff and support necessary to fully care for the more 
than 1.4 million veterans who may need mental health care? 

Response: I believe Vet Centers play a unique role in VA’s services to returning 
combat veterans and I fully support maintaining them as a separate section within 
VHA. VA continues to expand into more communities with our Vet Centers, thus 
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bringing our services closer to the veterans who need them and to help comhat vet- 
erans successfully readjust to life at home. 

Since the beginning of Fiscal Year (FY) 2005, VA has created 26 new Vet Centers 
and added 72 staff, not including the 100 Global War on Terrorism (GWOT) out- 
reach specialists authorized and now in place since Fiscal Year 2004 and Fiscal 
Year 2005. This represents a 26 percent increase in Vet Center staffing and a 13 
percent increase in the number of Vet Centers. 

Question 1(b): What special arrangements are underway to prepare to serve the 
unique needs of female veterans, especially on the sensitive issue of military sexual 
trauma? 

Response: VA offers special training on women’s health care issues to the 100,000 
medical trainees who rotate through VA every year. We also provide 13 fellowships 
in health issues of women veterans, and a number of our clinical scholars pursue 
research projects on women veterans. VA recently created the Women Veterans 
Strategic Health Care Group (WVSHG). The WVSHG is closely examining the ac- 
cess to, and environment of care in, inpatient areas to recommend enhancements 
necessary to ensure adequate security and privacy on inpatient areas and comfort 
in outpatient waiting rooms and counseling centers. This will he accomplished in 
part through the annual plan of care/clinical inventory Web based survey sponsored 
by the WVSHG. In the past 3 years, this survey has shown significant improve- 
ments in the environment of care, specifically in the area of privacy. 

VA has made great strides in caring for women veterans over the past several 
years. We offer a number of programs specifically for women through the Center for 
Women Veterans. VA offers special counseling options for women recovering from 
trauma through the National Women’s Trauma Recovery Program. It should be 
noted that women receive better care on average in the VA system than from Medi- 
care or from the best non-governmental provider. In fact, VA scores nearly 10 points 
better in breast cancer and cervical cancer screening than Medicare or the private 
sector according to the American Journal of Managed Care, thanks to our award- 
winning electronic health record system. 

VA screens all veterans for military sexual trauma (MST). If a veteran reports 
military sexual assault or harassment, he or she is eligible for copay exempt health 
and mental health services for treatment of problems related to those experiences. 
Unless specifically established for women, programs serve both genders. There are, 
in absolute numbers, as many men as women who have experienced MST. 

Every VA facility has designated a MST coordinator, and Vet Centers also have 
specially trained sexual trauma counselors. Thirteen programs offer sexual-trauma 
specific treatment in a residential or inpatient setting, and at least two more are 
under development. In Fiscal Year 2007, VA established a Military Sexual Trauma 
Support Team to ensure VA is in compliance with mandated MST screening and 
treatment. This team also helps coordinate and expand education and training ef- 
forts related to MST and to promote best practices in the field. 

Question 1(c): Do you think that VA should consider mandatory screening for 
mental health care as recommended by the Iraq and Afghanistan Veterans of Amer- 
ica (lAVA)? 

Response: The post-deployment health assessment is conducted by DOD and in- 
cludes some screening for mental health concerns, but we defer to DOD on those 
issues. VA participates in the post-deployment health reassessment (PDHRA) and 
conducts mental health evaluations. Returning Operation Enduring Freedom/ Oper- 
ation Iraqi Freedom (OEF/OIF) veterans are screened for post traumatic stress dis- 
order (PTSD) when they are first seen in VHA, at least annually thereafter for 5 
years, and at least every 5 years after that. Like all veterans seen in VA medical 
centers and clinics, returning veterans are also screened for depression and sub- 
stance abuse on at least an annual basis. VHA policy requires physicians to conduct 
follow-up care for all positive screens, and provides treatment for all veterans found 
positive for indicators of PTSD, depression, substance use disorders, or other mental 
health conditions. These measures are taken to provide preventative care for pa- 
tients and identify those in need of treatment. 

Question 2: Under current law, Guard and Reservists who serve in combat have 
access to VA health care for 2 years after deployment and lifetime care if they can 
prove it is service-connected which is easier for physical injuries than mental health 
care. Combat veterans who apply for enrollment in VA health care before their two- 
year post discharge period ends, remain enrolled and are eligible for hospital care, 
medical services and nursing home care. However, their priority group assignment 
and copay responsibilities will be based on the eligibility factors applicable at that 
period of time. 



53 


Question 2(a): Dr. Kussman, what is VA doing to improve the transition and out- 
reach for Guard and Reservists, particularly on the mental health care issues? 

Response: National Guard members and reservists who served in combat, who 
meet the minimum active duty length of service requirement, and who are dis- 
charged or released under conditions other than dishonorable are treated the same 
as other combat-theater veterans. They are enrolled in Category 6 for 2 years and 
then placed in whichever enrollment category is appropriate, based on their par- 
ticular situation. Like other combat-theater veterans, they may be subject to copay- 
ment requirements if placed in Category 7 or 8. But, importantly they still remain 
eligible for VA care and the medical care package. They are enrolled as Category 
6 veterans when they present to VA during the 2-year period after their discharge 
or separation and are not dis-enrolled. 

To ensure Guard members and Reservists are aware of these opportunities, VA 
uses its Vet Centers to facilitate transition and outreach for veterans, particularly 
for mental health issues. Vet Centers have provided outreach to 173,277 OEF/OIF 
veterans since October 2001 through the end of the second quarter Fiscal Year 2007. 
VA has hired 100 OEF/OIF combat veterans to provide outreach services to their 
fellow returning OEF/OIF veterans. Our Vet Centers have provided readjustment 
counseling to 54,451 OEF/OIF veterans in Vet Centers and have engaged in out- 
reach to active duty, National Guard, and Reserve units demobilizing upon their re- 
turn from combat. Vet Centers have participated in all 595 PDHRA screening 
events, including the pilot project and Vet Center staff members have facilitated 
10,578 referrals for readjustment counseling through the end of the second quarter 
Fiscal Year 2007. 

Question 2(b): I strongly support legislation by Chairman Akaka to expand access 
for Guard and Reservists from 2 years to 5 years which will give them more time 
to seek care for mental health; will you work with us to implement such a policy? 

Response: VA would support an extension of the enrollment period from 2 to 5 
years. When OEF/OIF veterans seek care from VA they are placed in priority Cat- 
egory 6 and make no copayments for covered conditions. When the special treatment 
authority for combat-theater veterans was originally enacted, it was generally as- 
sumed that 2 years was sufficient. However, experience has shown that is not al- 
ways the case. In caring for OEF/OIF veterans we have discovered the onset of 
symptoms and adverse health effects related to PTSD, and even traumatic brain in- 
jury (TBI), are often delayed, or do not manifest clinically, for more than 2 years 
after a veteran has left active service. As a result, many OEF/OIF veterans do not 
seek VA health care benefits until after their 2-year window of eligibility has closed. 
Without eligibility for enrollment in priority Category 6, many, i.e., those with high- 
er incomes and non-service connected conditions, would not be eligible to enroll be- 
cause they would be in priority Category 8. 

In addition, many OEF/OIF veterans are non-career military members who are 
unfamiliar with veterans’ benefits and the procedures for obtaining them. For that 
reason many fail to enroll in a timely fashion. Providing combat-theater veterans 
with an additional 3 years within which they can access VA’s health care system 
would help ensure none of them are penalized because of reasons beyond their con- 
trol or because they have been unable to navigate VA’s claims system in time. 

Question 3: Traumatic Brain Injury (TBI) seems to be a growing concern for many 
of our soldiers returning from combating. At previous hearings, witnesses have testi- 
fied about the challenges in getting an accurate diagnosis, due to problems with 
hearing and vision issues. 

Question 3(a): What screening is being done now, and what plans are underway 
to expand such screening? 

Response: VA has implemented mandatory TBI screening of all OEF/OIF veterans 
receiving medical care within VA. Those who screen positive for TBI are offered fur- 
ther evaluation and treatment by clinicians with expertise in TBI. 

Patients with Pol 3 d;rauma and TBI receive vision evaluations as part of their com- 
prehensive rehabilitation management evaluation. Blind rehabilitation outpatient 
specialists serve as members of interdisciplinary polytrauma teams and provide 
thorough functional assessment of polytrauma veteran’s vision to ensure that func- 
tional vision problems are diagnosed and treated. 

Veterans receive basic eye examinations by ophthalmologists and/or optometrists 
in VA medical center eye clinics. Veterans documented with vision loss are referred 
to VA medical center low vision clinics or blind rehabilitation centers, where they 
receive clinical visual rehabilitation examinations by optometrists or ophthalmol- 
ogists. 

VA does not routinely screen returning veterans for hearing loss; however active 
duty servicemembers receive a post-deployment health survey that addresses hear- 
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ing-related concerns. Audiology services are routinely provided for veterans injured 
on active duty and undergoing physical evaluation boards within military treatment 
facilities. Injured veterans transferred to the VA system of care are typically 
screened for hearing loss by an audiologist and more comprehensive evaluation and 
treatment is completed by an audiologist as warranted. 

Question 3(b): What research is in development to care for TBI among our return- 
ing soldiers? 

Response: To advance the treatment and rehabilitation of soldiers returning with 
traumatic brain injury (TBI) and related neurotrauma, VA has issued a request for 
research proposals that focus on TBI; cervical spinal cord injury; co-morbid condi- 
tions such as PTSD and trauma to extremities; screening and diagnostic tools re- 
lated to mild TBI, especially field-based; and continuity of care between DOD and 
VA. Applicants are asked to pay special attention to cooperative projects with DOD. 

Some exciting research projects currently underway include: (1) studying neural 
repair after brain injury to build a theoretical understanding of cognitive rehabilita- 
tion and creating targets for practical treatments to enhance quality of life; (2) ex- 
ploring community re-integration for servicemembers with TBI (to promote seamless 
transition between servicemembers currently being treated, or who will one day be 
treated, in both DOD and VA medical facilities); and, (3) assessing whether there 
are differences in the cost patterns for rehabilitation among soldiers returning from 
OEF/OIF with combat-related TBI compared to those with non-combat-related TBI. 
Investigators are also examining how PTSD impacts future outcomes and costs asso- 
ciated with combat-related TBI. 

In addition, VA has established a Polytrauma and Blast-Related Injury Quality 
Enhancement Research Initiative (PT/BRI QUERI) coordinating center to promote 
the successful rehabilitation, psychological adjustment, and community reintegra- 
tion of veterans. We have identified two priorities: (1) TBI with polytrauma, and (2) 
traumatic amputation with polytrauma. The primary target is OEF/OIF patients in 
VA, many of whom remain on active duty during their initial course of treatment. 
However, its activities will benefit all VA patients with complex injuries, regardless 
of service era and mechanism of injury. Finally, VA recently issued a special solici- 
tation for research projects on the long-term care and management of veterans with 
polytrauma, blast-related injuries, or TBI. 

Question 4: Having candid communications is a priority for me, and I have been 
frustrated during recent hearing with standard testimony noting that VA appoint- 
ments are quick and almost all veterans are seen in a timely manner. I meet regu- 
larly with returning West Virginia veterans, and this is not the story I hear. Dr. 
Kussman, how can we get direct, candid information about the true funding needs 
for VA health care? 

Response: VA’s actuarial model developed approximately 84 percent of the Fiscal 
Year 2008 VA medical care budget and VA has made every effort to account for the 
needs of veterans. The Model has had several key methodological improvements in- 
cluding development of separate enrollment, morbidity, and reliance assumptions 
for OEF/OIF veterans based on their actual enrollment and usage patterns. How- 
ever, many unknowns can impact the number and types of services that VA will 
need to provide OEF/OIF veterans, including the duration of the conflict, when 
OEF/OIF veterans are demobilized, and the impact of our enhanced outreach efforts. 
VA is well-positioned to provide assistance to veterans returning from Iraq and Af- 
ghanistan. As a physician and a veteran myself, if there is ever a situation where 
patient care is in jeopardy due to inadequate funding, I will be sure to raise those 
concerns within the Administration. 

Question 5: In 2005, when VA acknowledged a shortfall in the health care budget, 
the Secretary noted that part of the problem was a wrong estimate of the costs of 
care for the returning soldiers of $273 million. But an even larger amount of the 
shortfall was the miscalculation of the long-term care costs for our older veterans — 
VA testified long-term care costs were $446 million short. 

Question 5(a): It is easiest to understand how the estimate could be off on the 
needs of the returning soldiers, but why was VA off by almost half a billion dollars 
on long-term care? 

Response: This was due to unrealistic assumptions in developing the budget esti- 
mates for VA long-term care nursing home care. The Fiscal Year 2005 supplemental 
budget request and the Fiscal Year 2005 budget amendment request corrected these 
errors. VA’s subsequent budget requests demonstrate an improved model of fore- 
casting accuracy. 

Question 5(b): How has the budget process been improved and what action is VA 
taking to ensure quality long term care for our aging veteran population? 
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Response: The Fiscal Year 2007 and Fiscal Year 2008 budget requests included 
accurate estimates of VA’s long-term care costs and did not repeat the unrealistic 
assumptions and computational errors. VA continues to provide patient-centered 
long-term care services in the most independent setting suitable for a veteran’s med- 
ical condition and personal circumstances, especially in locations close to the vet- 
eran’s home and community-based settings. 

VA facilities may establish an enhanced use lease agreement in which VA leases 
space for a privately owned assisted living (AL) facility in return for affordable AL 
for veterans. This public-private partnership provides for supervised housing at an 
affordable rate structured to address the needs of the community, as well as the 
specific needs of veterans. VHA helps support veterans in assisted living settings 
through community residential care, medical foster homes, and home based primary 
care. Medical foster homes combine the adult foster home concept with VA home 
based primary care (HBPC), where VA finds people in the community willing to 
take veterans into their home and provide personal assistance and continuous su- 
pervision. Veterans pay for these services using their aid and attendance benefits 
from the Veterans Benefit Administration (VBA). The home based primary care 
team continues to provide health care, adaptive equipment, caregiver education, and 
oversight. We are operating medical foster homes in Little Rock, Tampa, and San 
Juan, and we are ready to expand to 20 additional sites. 

Question 5(c): Will VA make long term care and nursing home care a priority for 
its construction projects? 

Response: VA will continue to make long term and nursing home care a priority 
for all veterans for whom such care is mandated by statute, and who need such care 
and seek it from VA. The current budget request will support continued expansion 
of veterans’ access to VA’s spectrum of non-institutional home and community based 
long-term care services while sustaining capacity in VA’s own nursing home care 
units and the community nursing home program and continuing to support modest 
growth in capacity in the State veterans home program. 

VA expects to meet a substantial part of the growing need for long-term care 
through such innovative services as care coordination/home telehealth. Care coordi- 
nation in VA involves the use of health informatics; telehealth and disease manage- 
ment technologies to enhance and extend existing care; and case management ac- 
tivities. Home telehealth enables delivery of VA health care to veterans living re- 
motely from VA medical facilities, including those in rural areas. 


Response to Written Question Submitted by Hon. Patty Murray 

TO Michael J. Kussman, M.D., Nominee to be Under Secretary for Health, 

Department of Veterans Affairs 

Question. Are there any external reviewers involved in the decisionmaking process 
for VA bonuses? 

Response: The Department of Veterans Affairs (VA) has four separate Perform- 
ance Review Boards (PRBs) — one for VA personnel (employees who report to an As- 
sistant Secretary, General Counsel, and other key staff and offices, usually in Cen- 
tral Office), one for the Veterans Benefits Administration (VBA), one for the Vet- 
erans Health Administration, and one for the Office of Inspector General (OIG). The 
first three are all composed entirely of VA employees, while the fourth is composed 
of three non-VA members (one from Housing and Urban Development, one from the 
Department of Labor, and one from NASA). This composition for an OIG PRB is 
common across government, since Offices of Inspector General are tasked with con- 
ducting an independent oversight role of their Department and tying their perform- 
ance assessments to the Department could present a conflict of interest for per- 
sonnel. 

Each agency is required to publish its PRB membership in the Federal Register. 
VA reviewed this listing for seven Cabinet-level Departments (Defense, Education, 
Health and Human Services, Homeland Security, Interior, Justice, and Treasury) 
and several agencies and administrations (Environmental Protection Agency, Gov- 
ernment Services Administration, Small Business Administration, and the Nuclear 
Regulatory Commission) and found it is very rare for PRBs to include external 
members. For example, the Office of Personnel Management (0PM), which sets the 
rules for the bonus process, does not have an external member on its board. The 
only agencies VA could find that did include an external member for their PRB were 
relatively small — the Equal Employment Opportunity Commission, the Office of 
Government Ethics, and the National Transportation Safety Board. It should be 
noted that each of these agencies provides an oversight role similar to an OIG. 
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VHA’s PRB includes the chair of each of the six national committees for VHA’s 
National Leadership Board, the chairs of the Performance Management Work 
Group, the Deputy Under Secretary for Health for Operations and Management, the 
Principal Deputy Under Secretary for Health, and the Chief of Staff. All of the com- 
mittee members are VHA employees. The PRB determines the ratings of subordi- 
nate executives, SES pay adjustments, year-end performance bonuses, and priority 
rankings for rank awards for subordinate executives. Subsequently, a senior man- 
agement committee composed of the Deputy Under Secretary for Health for Oper- 
ations and Management, the Principal Deputy Under Secretary for Health, and the 
Chief of Staff, makes recommendations on all other executives’ ratings, SES pay ad- 
justments, year-end performance bonuses, and the priority rankings for rank 
awards for subordinate executives, but they do not determine their own. The Under 
Secretary for Health makes recommendations on the Deputy Under Secretary for 
Health for Operations and Management, the Principal Deputy Under Secretary for 
Health, and the Chief of Staff. All recommendations go to the VA PRB for review 
and recommendation to the Secretary. No member of VA’s PRB acts on his or her 
own rating, bonus, or pay adjustment. 


Response to Written Question Submitted by Hon. Sherrod Brown to 
Michael J. Kussman, Nominee to be Under Secretary for Health, Depart- 
ment of Veterans Affairs 

Question: Our vets returning from the Iraq and Afghanistan theaters of battle 
have faced enemies who have in many ways, fought in a manner different than any 
other we have faced in the past. I know that many other nations, particularly the 
Israelis, have reached out to the VA and that the VA has sent delegations and held 
meetings with foreign officials in the recent past. I would hope that you would keep 
those lines of communication open and to the extent that you can, expand on this 
relationship especially in the fields of brain trauma and stress disorders. Please 
comment on how you see the relationships developing, and what resources, if any, 
you might need to take advantage of such an opportunity. 

Response: Between January 15 and 19, 2007, a delegation from VA visited the De- 
partment of Rehabilitation, Ministry of Defense in Tel Aviv, Israel. The primary 
purpose of the visit was to examine how Israel deals with PTSD. VA also visited 
a TBI center and a Veterans’ Organization. VA observed that Israeli and U.S. clini- 
cians take similar approaches to PTSD and TBI. 

VA welcomes continued discussions with the Israeli Ministry of Defense and is 
willing to consider funding collaborative, peer-reviewed research projects involving 
VA and Israeli investigators. We believe this cooperation will 3rield scientifically rich 
and highly relevant data to provide even better care to our Nation’s veteran popu- 
lation. 

[Michael J. Kussman’s response to Questionnaire for Presidential Nominees fol- 
lows:] 



57 


QUESTIONAIRE FOR PRESIDENTIAL NOMINEES 

PART I: ALL THE INFORMATION IN THIS PART WILL BE MADE PUBLIC 


1. Name: Kussman MIchaei James 

(LAST) (FIRST) (OTHER) 

2. Present Address: 851 1 Gavin Manor Court Chew Chase. Maryland 2081 5 

(CITY) (STATE) (ZiP CODE) 

3. Position to which U.S. Department of Veterans Affairs 4. Date of 

nominated: Under Secretary for Health nomination: April 4. 2007 


5. 

Date of birth: 22 

Mav 

1944 


(DAY) 

(MONTH) 

(YEAR) 

7. 

Marital Status: 

Married 


9. 

Names and ages 




of children 

Joshua Kussman. 35 


6. Place of birth: Trov. New York 

8. Full name of spouse: Virginia Dean Kussman 


Deana Kussman, 31 


10: Education: institution Dates Degrees Dates of 

(including city and State) attended received degrees 


Linton HS> Schenectady, NY 1958 ■ 1962 HS Diploma 1962 


Boston University, Boston MA 

1962-1968 

BS. MD 

1968 

U.S, Army Command and 
General Staff College 

Fort Leavenworth, KS 

1984 



U.S. Army War College 

Carlisle Barracks, PA 

1992 



Salve Reoina University 

1994 

MS 

Manaqement 

1994 


1 1 . Honors and 

awards: List below all scholarships, fellowships, honorary degrees, military medals, honorary society 
memberships, and any other special recognitions tor outstanding service or achievement. 

Diplomate of the National Board of Medical Examiners - 1969 

Diplomate of the American Board of Internal Medicine - 1974 

Advanced Achievement in Internal Medicine - 1987 (Recertification 


Fellow of the American College of Physicians - 1987 


1 
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Laureate Award Recipient - ACP/ASIM - 2000 

Master of the American College of Physicians - 2002 

John D. Chase Award for Physician Executive Excellence - 2004 

Outstanding Federal Healthcare Award tAMSUSt - 2006 


12. Memberships List below all memberships and offices held in professional, fraternal, 
business, scholarly, civic, charitable, and other organizations for the last 5 
years and any other prior memberships or offices you consider relevant 

Office held Dates 

Organization {If any) 


American College of 

Physicians, Credentials 

Committee 

1989-1991 

American College of 

Physicians, Clinical 

Efficacy Assessment 

Committee 

1992 

American Diabetes Assoc. 

Association of Military 

Surgeons of the United 

States Member, Board of 

Managers Chairman 

2004- 

Present 

Association of the United 

States Army 

1995-Present 

38'" Parallel Medical 

Society 

1970-Present 

The Society of Medical 

Consultants to the Armed 

Forces 

1 995-Present 

National Infrantryman’s 

Association 

2004-Present 

American Medical 

Association 

1988-Present 


13. Employment 

record: List below all employment (except military service) since your twenty-first birthday, 

including the title or description of job, name of employer, location of work, and inclusive 
dates of employment. 


2 
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1968-69 

Straight Internship in Medicine 

New England Deaconess Hospital 

Boston, Massachusetts 

1969-70 

First Year Residency in Internal Medicine 

New England Deaconess Hospital 

Boston. Massachusetts 

1972-73 

Second Year Residency in Internal Medicine 

New England Deaconess Hospital 

Boston, Massachusetts 

1973-74 

Chief Fellow in Diabetes 

Josiin Clinic 

Boston, Massachusetts 

1974-79 

Practice of Diabetes, Endocrinology and Internal Medicine 
Pittsfield, Massachusetts 

2000-2001 

Deputy Medical Inspector for Investigations 

Veterans Health Administration 

Washington, D.C. 

2001-2003 

Chief Consultant, Acute Care Strategic Health Group 
Veterans Health Administration 

Washington, DC 

2003- 2004 

Deputy Chief Officer Patient Care Services 

Chief Consultant, Medical/Surgical Services 

Alternate Delegate to AMA House of Delegates 

2004-2005 

Acting Chief Officer Patienf Care Services 

Acting Deputy Under Secretary for Health 

2005 

Principal Deputy Under Secretary for Health 

2006 

Acting Under Secretary for Health 


14. Military 

service: List beiow all military service (including reserve components and National Guard or Air 

National Guard), with inclusive dates of service, rank, permanent duty stations and units of 
assignment, titles, descriptions of assignments, and type of discharge. 

1970- 71 Battalion Surgeon, 7th Infantry Division (CRT) 

U.S. Army Hospital, Seoul Republic of South Korea 

1971- 72 Chief, Hospital Clinics (Major) 

Cutler Army Hospital 
Fort Devens, Massachusetts 

1 979-82 Assistant Chief, Endocrine Service (Major/LTC) 

Tripler Army Medical Center 
Honolulu, Hawaii 


3 
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1980-82 

1980- 81 

1981- 82 

1981- 82 

1982- 83 

1983- 84 

1984- 86 

1986-87 

1986-88 

1986- 88 

1987- 88 

1987-88 

1987-88 

1987-88 

1987-88 


Chief, General Medicine Service (LTC) 

Tripler Army Medical Center 
Honolulu, Hawaii 

Training Officer, Department of Medicine (LTC) 
Tripler Army Medical Center 
Honolulu, Hawaii 

Chief, Medical Specialty Clinic (LTC) 

Tripler Army Medical Center 
Honolulu, Hawaii 

Chief, Internal Medicine Clinic (LTC) 

Tripler Army Medical Center 
Honolulu, Hawaii 

Division Surgeon (LTC) 

25th Infantry Division 
Schofield Barracks, Hawaii 

Student, Resident Course (Honor Graduate) (LTC) 
U.S. Army Command and General Staff College 
Fort Leavenworth, Kansas 

Assistant Chief, Department of Medicine (LTC) 
Brooke Army Medical Center 
Fort Sam Houston. Texas 

Chief, Department of Medicine (Col) 

Brooke Army Medical Center 
Fort Sam Houston, Texas 

Program Director in Internal Medicine (Col) 

Brooke Army Medical Center 
Fort Sam Houston, Texas 

Internal Medicine Consultant (Col) 

Health Services Command 
Fort Sam Houston, Texas 

Deputy Commander for Clinical Services (Col) 
Brooke Army Medical Center 
Fort Sam Houston, Texas 

Director, Medical Education (Col) 

Brooke Army Medical Center 
Fort Sam Houston, Texas 

Director, Health Services (Col) 

Fort Sam Houston, Texas 

Quality Assurance Coordinator (Col) 

Brooke Army Medical Center 
Fort Sam Houston, Texas 

Associate Director of Medical Education (Col) 


4 
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1988-91 

1988-91 

1991- 92 

1992- 93 

1993- 95 

1993- 95 

1994- 95 

1995- 96 

1995-96 

1995- 96 

1996- 98 

1996-98 

1998-00 


Joint Military Medical Command 
San Antonio, Texas 

Chief Consultant in Medicine (Col) 

Office of the Army Surgeon General 
Falls Church, Virginia 

Governor for the U.S. Army Region (Col) 

American College of Physicians 
Office of the Surgeon General 
Falls Church, Virginia 

Student, Resident Course (Col) 

U.S. Army War College 
Carlisle Barracks, Pennsylvania 

Director, Division of Quality Assurance/Risk Management (Col) 
Office, Secretary Of Defense(Heaith Affairs) PA/QA 
The Pentagon 

Washington, DC 20301-1200 

Commander, USA Medical Department Activity (Col) 

Fort Benning, Georgia 

Director, Health Services (Col) 

Fort Benning, Georgia 

PROFIS Commander, 2d MASH (Col) 

Fort Benning, Georgia 

Assistant Deputy Commander for Health Care Operations (Col) 

US Army Medical Command 
Fort Sam Houston, Texas 

Director of Clinical Operations (Col) 

US Army Medical Command 
Fort Sam Houston, Texas 

Deputy Medical Corps Chief (Col) 

US Army Medical Command 
Fort Sam Houston, Texas 

Commander, Walter Reed Hospital (Col/BG) 

Commander, Walter Reed Health Care System 
Washington, D.C. 

Board of Directors - National Capitol GME Consortium (Col/BG) 

Board of Regents - Uniformed Services University of Health Sciences 
Board of Trustees - U.S. Soldiers and Airmen’s Home 
Member - National Capitol Area Federal Health Council 
Washington, DC 

Commander, Europe Regional Medical Command (Col/BG) 

US Army Europe/ t'” Army Command Surgeon 
Lead Agent TRICARE Europe 
Heidelberg. Germany 


5 
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15. Government 

record: List any advisory, consultative, honorary, or other part-time service or positions with Federal. 

State, or local governments other than those listed above. 

None 


16. Published 

writings: List the titles, publishers, and dates of books, articles, reports, or other published materials 
you have written, 

Kussman, M.J. and Marble, A., Management of the Adult Diabetic, Conn's Current Therapy 
1975 

Kussman, M.J,, Goldstein, H., and Gleason, R.E., Clinical Course of Diabetic Nephropathy. 
Journal of the American Medical Association. 1976 Oct 18;236(16): 1861-3 

Shah, N., Kussman, M.J., and Tulgan, H., Hyperthyroidism and Hypokalemic Periodic 
Paralysis in a Caucasian Female, New York State Journal of Medicine. 1 979 Oct;79(1 1 ): 
1770-1 

Pinholt, EM, Kroenke, K, Hanley, JF, Kussman.MJ, Twyman, PL, and Carpenter. JLFunctionai 
Assessment of the Elderly, A Comparison of Standard Instruments With Clinical Judgement, 
Archives of Internal Medicine. 1987 Mar;147(3):484-8 

Kussman, MJ and Johnson, J, A Prospective Study of Ordering Patterns for Noninvasive 
Cardiologic Procedures, American Journal of Noninvasive Cardiolonv. Auoust. 1 987 

Kussman, M.J., Editor, Pamphlet - Diseases of Clinical Significance for United States Central 
Command Forces -1991 

Kussman, M.J., Desert Shield/Storm Medical Issues Review and Ad Hoc Working Group, 

The Journal of the US Army Medical Department Fall. 1992 

Phillips, J.S., Hamm, C.K., Pierce, J.R., and Kussman, M.J., Utilization Management Affects 
Health Care Practices at Walter Reed Army Medical Center: Analytic Methods Applied to 
Decrease Length of Stay and Assign Appropriate Level of Care, Military Medicine. 1999 
Dec; 1 64(1 2):867-71 

17. Political affiliations 

and activities: (a) List all memberships and offices held in and financial contributions and services 
rendered to any political party or election committee during the last 10 years. 

None 


6 
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18. Future 

employment 

relationships: 


19. Potential 
conflicts 
of interest: 


(b) List all elective public offices for which you have been a candidate and the month and 
year of each election involved. 

None 


(a) State whether you will sever all connections with your present employer, business 
firm, association, or organization if you are confirmed by the Senate. 

N/A 


(b) State whether you have any plans after completing Government service to resume 
employment, affiliation, or practice with your previous employer, business firm, 
association, or organization. 

N/A 


(c) What commitments, if any, have been made to you for employment after you leave 
Federal service? 

None 


(d) (if appointed for a term of specified duration) Do you intend to serve the full term 
for which you have been appointed? 

Yes 


(e) (If appointed for an indefinite period) Do you intend to serve until the next Presidential 
election? 

Yes 


(a) Describe any financial arrangements, deferred compensation agreements, or other 
continuing financial, business, or professional dealings which you have with business 
associates, clients, or customers who will be affected by policies which you will 
influence in the position to which you have been nominated. 

None 


7 
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(b) List any investments, obligations, liabilities, or other financial relationships which 
constitute potential conflicts of interest with the position to which you have been 
nominated. 

Arrangement made to divest Pfizer and General Electric Stock 


(c) Describe any business relationship, dealing, or financial transaction which you have 
had during the last 5 years, whether for yourself, on behalf of a client, or acting as an 
agent, that constitutes a potential conflict of interest with the position to which you 
have been nominated. 

None 


(d) Describe any lobbying activity during the past 10 years in which you have engaged for 
the purpose of directly or indirectly influencing the passage, defeat, or modification of 
any Federal legislation or for the purpose of affecting the administration and execution 
of Federal law or policy. 

None 


(e) Explain how you will resolve any potential conflict of interest that may be disclosed by 
your responses to the above items. (Please provide a copy of any trust or other 
agreements involved.) 

See 19.b 


8 



65 


20. Testifying 
before the 

Congress: (a) Do you agree to appear and testify before any duly constituted committee of the 

Congress upon the request of such committee? 

Yes 

(b) Do you agree to provide such information as is requested by such a committee? 
Yes 


9 
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United States Office of Government Ethics, 

Washington, DC, April 23, 2007. 


Hon. Daniel K. Akaka, 

Chairman, Committee on Veterans’ Affairs, 

U.S. Senate, 

Washington, DC. 

Dear Mr. Chairman: In accordance with the Ethics in Government Act of 1978, 
I enclose a copy of the financial disclosure report filed by Dr. Michael J. Kussman, 
who has been nominated by President Bush for the position of Under Secretary for 
Health, Department of Veterans Affairs. 

We have reviewed the report and have also obtained advice from the Department 
of Veterans Affairs concerning any possible conflict in light of its functions and the 
nominee’s proposed duties. Also enclosed is a letter dated April 11, 2007, from the 
agency’s ethics official, outlining the steps Dr. Kussman will take to avoid conflicts 
of interest. In addition to the steps indicated in the enclosed letter. Dr. Kussman 
informed the ethics official that he will divest General Electric and Pfizer in the im- 
mediate future. 

Based thereon, we believe that Dr. Kussman is in compliance with applicable laws 
and regulations governing conflicts of interest. 

Sincerely, 


Robert I. Cusick, 

Director. 


Enclosures. 


Department of Veterans Affairs, 
Office of the General Counsel, 

April 11, 2007, Washington, DC. 


Mr. Robert I. Cusick, 

Director, Office of Government Ethics, 

Washington, DC. 

Dear Mr. Cusick: In accordance with section 2634.605(c) of title 5, Code of Fed- 
eral Regulations, I am forwarding the enclosed Public Financial Disclosure Report 
(SF-278) of Dr. Michael Kussman. President Bush has nominated Dr. Kussman to 
serve in the position of Under Secretary for Health of the Department of Veterans 
Affairs (VA). It is my opinion that Dr. Kussman’s report is complete and discloses 
no unresolved conflicts of interest under applicable law or regulation. 

Dr. Kussman has agreed pursuant to 18 U.S.C. § 208(a) that he will not partici- 
pate personally and substantially in any particular matter that has a direct and 
predictable effect on his financial interests or those of any other person whose inter- 
ests are imputed to him, unless he first obtains a written waiver under section 
208(b)(1), or qualifies for a regulatory exemption under section 208(b)(2) and 5 CFR 
§§ 2640.201-2640.203. Dr. Kussman understands that the interests of the following 
persons and entities are imputed to him: his wife; minor children; general partner; 
any organization in which he serves as an officer, director, trustee, general partner 
or employee; and any person or organization with which he is negotiating, or has 
an arrangement concerning, prospective employment. 

Dr. Kussman currently holds stock in General Electric and Pfizer. Dr. Kussman 
has agreed that he will divest himself of these stock interests within 90 days of his 
confirmation. Further, pending his divestiture of these assets. Dr. Kussman has 
a^eed not to participate personally and substantially in any particular matters that 
will have a direct and predictable effect on the financial interests of either of these 
companies. 

Dr. Kussman also holds stock in Hewlett Packard. We have determined that it 
is not necessary at this time for him to divest this interest. However, Dr. Kussman 
has agreed that he will not participate personally and substantially in any par- 
ticular matter that will have a direct and predictable effect on the financial inter- 
ests of Hewlett Packard unless he first obtains a written waiver, pursuant to section 
208(b)(1), or qualifies for a regulatory exemption, pursuant to section 208(b)(2). 

These assurances resolve any concern about real or apparent conflicts of interest 
that may arise from Dr. Kussman’s report. Therefore, I have certified and dated the 
report. 

Sincerely yours. 


Walter A. Hall, 
Assistant General Counsel 
and Designated Agency Ethics Official. 
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Chairman Akaka. Thank you very much, Dr. Kussman. 

Let me note that the nominee has completed the Committee 
questionnaire for Presidential nominees and responded to my pre- 
hearing questions, all of which will appear in the hearing record. 
Also included will be a letter from the Office of Government Ethics 
acknowledging that he is in compliance with laws and regulations 
governing conflicts of interest. 

Before we go further here, there is a requirement that I swear 
in the nominee, and so. Dr. Kussman, I ask that you stand and 
raise your right hand. 

Do you solemnly swear that the testimony you are about to give 
the Veterans’ Committee is the truth, the whole truth, and nothing 
but the truth, so help you, God? 

Dr. Kussman. Yes, sir. 

Chairman Akaka. Thank you very much. 

At this time, I would like to ask our Committee Members for any 
comments or statements they would like to make before we ask 
questions. We will go to questions. Dr. Kussman. 

Let me say that as I spoke of this in my opening statement, 
about being an advocate for veterans in light of 0MB control, I 
urge you to ensure that the best interests of veterans is behind 
each and every decision you make. How will you advocate for that 
approach as VA deals with pressure from 0MB to limit spending 
on health care? 

Dr. Kussman. Mr. Chairman, thank you for the question. 

As you know, I am a veteran and a retiree and that is what I 
am here to do. I represent veterans. When Mr. Nicholson asked me 
to be the Acting Under Secretary and we talked, and I was very 
flattered that he did so, I told him that — and he knew this al- 
ready — that I tell the people I work for what I think is correct, not 
what they want to hear, and he told me very clearly he wouldn’t 
have it any other way. 

And so my passion is to fight for veterans, to tell the leadership, 
including 0MB, what I think needs to be done in support of vet- 
erans. Those people who know me know that I already have done 
that in my capacity in the VA and I assure you that is what I will 
continue to do. 

Chairman Akaka. I want you to address criticisms leveled at you 
that you have not actively worked to improve things as veterans 
move from Walter Reed to VA. Please describe your involvement 
with Walter Reed, including the specific allegation that you knew 
about the problems at Walter Reed through focus groups carried 
out in 2004. 

Dr. Kussman. Yes, Mr. Chairman. Thank you for the question. 
I worked at Walter Reed, as you know, from 1996 to 1998. At that 
time, I was the Commander of the Walter Reed Health Care Sys- 
tem, the hospital, not the installation. So even when I was there, 
I wouldn’t have had anything to do with Building 18 or the other 
residential areas around the post. 

I am very proud of my service at Walter Reed in 1996 to 1998. 
Walter Reed got the highest score it ever got on the Joint Commis- 
sion survey when I was there and was recognized in DOD as the 
large military hospital that had the best patient satisfaction during 
those two years that I was there. Any issues that have occurred 
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more recently in Walter Reed didn’t exist back in 1996 to 1998, the 
specific issue related to the focus group in 2004. 

In 2003, then-Secretary Principi asked me to co-chair with an in- 
dividual from VBA a Seamless Transition Task Force to look at 
what the VHA and VBA were doing or not doing in support of 
servicemembers when they were transitioning. The first thing we 
did, and I was responsible for that, I think it was noted in the first 
panel, is call the commanders of the major installations, both Army 
and Navy, and was successful in getting VBA benefits counselors 
and social workers full-time in there to assist. That was unprece- 
dented, having full-time VA people working within military facili- 
ties. 

About 9 months after we had started this, then-Chief of Staff 
Nora Egan for Mr. Principi asked whether or not we were doing 
our job, whether the servicemembers at Walter Reed, their fami- 
lies, knew who the VBAVHA people who were there. A group was 
put together — I was really not part of that group — to do a sensing 
session that took place on one day. There were six servicemembers 
that were there and, I believe, six family members. The issues that 
they discussed were really related to the VBA and VHA service. 
There was very little discussion of what was going on nor were we 
asked about what was going on in relationship to Walter Reed. 

I am a big critic of myself, the biggest critic I know, and I have 
gone back and read this report several times. I have talked to the 
people who did the report and there really wasn’t anything there 
that could have been presumed to have been related to the issues 
that came up several years later. In fact, those conditions did not 
exist at Walter Reed in 2004. 

Chairman Akaka. Thank you very much for that. We will have 
a second round here. 

Let me call on Senator Craig for his questions and comments. 

Senator Craig. Thank you very much, Mr. Chairman. 

Dr. Kussman, you have now spent many years at the highest lev- 
els of the VA health care system. Of course, prior to joining VA, 
you operated in the world of military medicine. VA and DOD, in 
spite of working under one President, have struggled over the years 
to work effectively together. From the perspective of the military, 
why has that relationship been so difficult to foster? That would be 
my first question. 

And then from your perspective as the potential head of the VA 
system, how do you think you can continue to improve cooperation 
of these two systems? 

Dr. Kussman. Thank you, sir. The first part of the question was 
my perception why DOD 

Senator Craig. Why has it been difficult to foster a better rela- 
tionship between the two? 

Dr. Kussman. I think that on a personal basis, there are a lot 
of good relationships with DOD, but I believe that the perceived 
mission of the two organizations are different. One fights a war, 
one is a more specific health care system, and there have been 
challenges in that cooperation. 

With this Administration, we have moved far along with the 
partnering at multiple levels. There is Health Executive Committee 
chaired by myself and now Dr. Ward Cassells who took over for Dr. 
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Winkenwerder. There is a Joint Executive Committee co-chaired by 
Dr. Chu and Deputy Secretary Mansfield. There is a Benefits Exec- 
utive Committee co-chaired by Mr. Domingous, I believe, and Ad- 
miral Cooper, the Under Secretary for Benefits. We are together 
working common issues. We have developed a DOD-VA strategic 
plan and we are holding people’s feet to the fire to meet those re- 
quirements. So I think we are trying to break through the cultures 
that have existed and are moving along with that. 

As far as the second part of the question, what the VA can do, 
we are committed to doing that and I believe one of the things that 
I bring to the table is the knowledge of both sides, and when I go 
talk to people, and sometimes I am in danger of losing my guild 
card for DOD, but I bleed VA now as much as I bleed any green 
leftover from the Army, and when people come and ask me about 
things, I say frequently, stop. Remember who you are talking to. 
I understand your system. We move on from there. 

So I believe that with the Secretary’s leadership and the Deputy 
Secretary, I believe Secretary Gates is committed. Deputy Sec- 
retary England, we are going to move very rapidly to continue and 
improve the relationship between the two entities. 

Senator Craig. Thank you. Dr. Kussman. 

Every war produces, from a health care standpoint, a different 
kind of veteran. Can you talk a little bit about your views on the 
care and treatment we are providing the severely injured veteran 
and where you believe changes might need to be made in our ap- 
proaches and our delivery system, if you are confirmed to lead the 
VA health care system? 

Dr. Kussman. Yes, sir. You are absolutely correct, sir, that every 
war has its sentinel injuries. I believe there are three signature in- 
juries. I believe that there are three actually in this war. One is 
PTSD, particularly related to the National Guard and Reserve, not 
to minimize the active component, but we have in this war, really 
in an unprecedented manner since World War II, have used and re- 
lied upon the National Guard and Reserve. So we have a great obli- 
gation to them. 

Second is TBI, and we can talk about that in just a second, for 
major, minor, and moderate TBI. 

The third thing that I look at is what we have described and put 
into the lexicon, polytrauma, or multiple trauma. This war has 
brought to us unprecedented quality of combat medicine. With the 
body armor and the far-forward delivery of care, with the forward 
surgical teams doing unprecedented surgery right on the streets of 
Baghdad, the survival of severely injured people have come back 
and they have really challenged the system. These issues are not 
arithmatic, they are geometric in their complications and we con- 
sider people with severe illness to have TBI, spinal cord, mental ill- 
ness, blindness, and amputations, and sometimes some of these 
poor kids have had all of them. So how do we approach that multi- 
disciplinary need? 

We have had our four TBI centers that were established in 1991 
in Palo Alto, Minneapolis, Richmond, and Tampa, in conjunction 
with the Defense and Veterans Brain Injury Study and Center at 
Walter Reed. That is partly why they were established, because we 
were in partnership with DOD, and they have been at the forefront 
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of the delivery of TBI care in the country. They are staffed by the 
same people who staff all the civilian agencies, trained in the same 
places and using the same techniques. 

When the war got going, we realized that we needed to put to- 
gether facilities that had a multi-disciplinary approach so it could 
take care of the full gamut of the injuries as I described, and what 
we did is build on our TBI centers. Unfortunately, people forget 
that they were originally TBI centers. They weren’t built as 
polytrauma centers, but they were expanded. We believe that we 
can provide the full depth and breadth of services. 

As related to TBI, we have known and DOD together do very 
well with severe traumatic brain injury as far as that evacuation. 
Those people get into the evacuation chain and come through 
Landstuhl, come to the Bethesda and Walter Reed and then come 
to us, and I think we are doing a very good job in treating them. 

The bigger challenge right now is mild to moderate TBI that is 
not diagnosed because the individual doesn’t know they had it. The 
scenario that I describe is that there is an lED that went off. There 
may be carnage around, people severely injured. A servicemember 
may have lost consciousness or banged their head or had lost con- 
sciousness for a second or two. The sergeant yells, “Is everybody all 
right?” and the kid says, “Yes, Sarge, I am fine.” It may happen 
more than once. It could happen three or four times. It could hap- 
pen in multiple deployments. But they never surface in the medical 
evacuation chain. Nobody knows that they have TBI. 

They come back, and the question is the literature doesn’t tell us 
what to do with mild to moderate TBI. The literature that exists 
in the medical community is very anemic when it comes to this and 
is generally based on relatively mild head bumps related to football 
Friday night. I played basketball when I was a kid and I, not so 
much joking, but I am not too agile and I would get an elbow in 
the side of the head and see stars for a couple of seconds. The 
coach would say, ‘You OK?” I never left the game. I never played 
too well, either, but I never left the game. That probably is mild 
TBI. 

There is a lot of that that goes on, but it may very well be that 
the mild to moderate TBI that occurs in the blast injury that is one 
of the ways that the enemy has fought us causing the TBI may be 
different. There may be molecular changes that are different from 
a blast than a more common head bump, if you will. We are initi- 
ating research, both in the civilian community and also with DOD, 
to try to determine that, try to determine if there are tests and 
things that can be done to identify mild to moderate TBI. 

However, we are not waiting for that to happen. As you know, 
we have put in place a screen for every OIF/OEF person that comes 
to us, regardless of what the initiating diagnosis is, just like we 
have done with PTSD, military sexual trauma, substance abuse, 
and depression. We screen everybody for all those. We have been 
doing that for a long time. Now we have added a screen for TBI. 
If those questions are positive, we then refer the patient according 
to a clinical guidance process to neuro-cognitive testing. Fre- 
quently, there is no one test that can be done, but just treat the 
symptoms. 
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It appears from the civilian literature that I described as anemic 
that anywhere from 70 to 90 percent of people will get better with- 
in 18 to 24 months, but that may be a different illness compared 
to the illness that we are talking about with the TBI that we are 
seeing because of the blast injuries and we are putting together a 
registry so we can then identify the people and follow them longitu- 
dinally to see what happens over 1 year, 5 years, 10 years, and to 
be sure that we are giving them all the things that we can do. So 
I believe that we are addressing the multiple levels of the TBI. 

From a PTSD perspective, the VA was a prime mover in the di- 
agnosis and the description of PTSD. As you probably know, it 
wasn’t in the medical lexicon until 1980. We have led the country 
in the treatment of PTSD and have our major center for TBI in 
White River Junction and is seen as a national, if not inter- 
national, center of excellence for PTSD. 

So we are constantly looking at how we treat people. We are ex- 
panding our capability with mental health. We spend almost $3 bil- 
lion, a lot of it on this. It was mentioned earlier about the money. 
As you know, there was an issue of $100 million that didn’t get 
spent last year and that was because we have challenges hiring 
people to do that and getting them to go to areas in the country 
that we would need the assistance. Having said that, we have hired 
in the last couple of years over 1,000 new mental health personnel, 
to include psychiatrists, psychologists, and social 
workers. 

Senator Craig. My time is way over, so I will stop. 

One — two comments. I just pinned a Purple Heart on a young 
man the other night out at Walter Reed whose life was saved and 
may well live a full life because of that street capability in Bagh- 
dad today that we are delivering to our men and women in uni- 
form. 

Secondarily, I understand that we are, at least in the private sec- 
tor, working on a device that might go on each individual soldier’s 
uniform to detect and measure impact or concussion, the volume of 
impact that a person might receive during one of those events. Are 
you aware of that, and does that have potential to at least begin 
to measure the amount of impact that might relate to this kind of 
trauma? 

Dr. Kussman. Yes, sir. I have heard about it, but I really don’t 
know enough to comment. But clearly, that is an important thing, 
because what we really need to do is identify the people who have 
experienced a blast and then identify them so we can track them 
when they come and there would be an identifier with that to make 
sure that they get special attention than just the average person 
we are screening for. 

Senator Craig. Thank you. Dr. Kussman. Thank you, Mr. Chair- 
man. 

Chairman Akaka. Thank you. Senator Craig. 

Senator Murray? 

Senator Murray. Yes. Thank you. Dr. Kussman, I wanted to 
start by raising an issue that affects every single thing we do in 
the Senate for veterans. Many Members of Congress, myself in- 
cluded, are extremely wary today of the information that the VA 
provides to us. As you know, the VA has a track record of being 
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less than honest with Congress. I know you remember well back 
in 2005 when the VA told us consistently they had all the money 
they needed, blocked an amendment three times on the floor that 
Senator Akaka and I worked on to provide VA with money, and 
learned later, of course, that the VA was indeed short $3 billion. 

Well, as I mentioned a few minutes ago when we were here, I 
was astonished by an article written by Chris Adams of the 
McClatchy newspaper, and I want to quote it, “the VA has habit- 
ually exaggerated the record of its medical system, inflating its 
achievements in ways that make it appear more successful than it 
is.” In the context of the information we receive from the VA that 
we are all very wary of, that raises a lot of red flags for me and 
I wanted to know if you had read that report and if you had a com- 
ment on it. 

Dr. Kussman. Yes, Senator Murray. As you and I talked about 
when I had the privilege of talking to you in your office, I agree 
that we have to work very hard on getting our information clear, 
concise. One of my goals is to look at our access standards, look at 
our appointment schedules, and correct anything that is in there 
that is not accurate. 

As far as the McClatchy report, I appreciate that report because 
I take any criticism or corrections very seriously to look at what 
we are doing. I am very forthright and honest about what I do and 
so I was actually — there were comments in there by the reporter 
that were very positive, as well, that the VA has transformed itself, 
is identified as a leader in health care. I think that there were cor- 
rect issues that he raised of things that need to be articulated bet- 
ter and we are committed to do that. 

Senator Murray. I hope that part of your commitment is to give 
us a picture of reality, not of one that you just want to have us. 

Dr. Kussman. I don’t believe in fantasies and I guarantee you 
that I will give you the best information that I know. 

Senator Murray. OK. I wanted to ask you also about this issue 
of bonuses. I am sure you are well aware of the issue. When you 
were acting VHA head, millions of dollars in bonuses were granted 
to senior managers, particularly those based here in Washington, 
DC. I know there are good reasons to do bonuses, but I was also 
perturbed yesterday to read a report by the Associated Press that 
says that 21 of 32 VA officials who sat on the board responsible for 
performance reviews and bonuses received more than half-a- 
million dollars in payments themselves. Would you comment on 
that? 

Dr. Kussman. I don’t know specifically what the 21 were or 
which ones that the reporter is alluding to. I can just tell you. Sen- 
ator, that to the best of my knowledge, our bonus process that is 
based on performance is consistent with what OMB’s policies are. 
I believe that the Secretary, because of this latest situation, has 
asked — I said 0MB, I meant 0PM — has asked 0PM to come and 
look at our process to assure that we are doing the right things. 

Senator Murray. Does the VA’s Performance Review Board in- 
clude any outside observers today? 

Dr. Kussman. Outside the VA? I would have to go back and look. 
I don’t think so. 

Senator Murray. OK. Do you think that it should? 
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Dr. Kussman. I would have to look at that. 

Senator Murray. If you could get a response back to me, I would 
appreciate that. 

I also wanted to ask you about the VA budget shortfall that oc- 
curred back in 2005 because, as you know, the VA relied on 2002 
data to forecast medical expenditures and wound up $3 billion 
short. I was met by opposition from the VA every step of the way 
as we worked to try and deal with what we knew from the ground 
out there was a shortfall, and in fact. Secretary Nicholson wrote a 
letter to Senator Hutchison that denied at the time that VA needed 
any more money, right before they came back around and said they 
were indeed $3 billion short. 

You were VA’s number two medical leader at the time. Can you 
describe to this Committee any involvement that you had in that 
budget shortfall? 

Dr. Kussman. I wasn’t directly involved in the development of 
the budget. Clearly, there were things that happened that were 
mistakes. We have tried to learn from that. As you know when we 
talked, I am now directly involved in the budget. The recommenda- 
tion for 2008 was the first year that I had spent a lot of time and 
was directly involved in the development. I believe it is a good 
budget. It has things that are not in it that potentially were in 
there before. I believe that we have worked 

Senator Murray. Your VA request or what the Senate actually 
has included, which is about 

Dr. Kussman. No, the VA request for 2008. 

Senator Murray. Well, I assume that you believe that the budget 
that the Senate passed with $3.5 billion would better serve the 
needs of the veterans than the request. 

Dr. Kussman. We are very appreciative of dollars and we are a 
large agency and we will spend it on the best care of veterans. 

Senator Murray. Well, let me ask you a more specific question. 
Were you involved in any way with the writing of the letter by Sec- 
retary Nicholson that was sent to Senator Hutchison in April of 
2005? 

Dr. Kussman. Not that I recall. 

Senator Murray. Let me ask you one other question. The Wash- 
ington Post recently reported about high-level political meetings be- 
tween White House officials and senior agency officials across the 
Federal Government, including the VA, and at one of those hear- 
ings, the Administrator of GSA asked how she could “help our can- 
didates.” Those meetings raised a lot of serious concerns about pos- 
sible violations of Hatch Act, which prohibit the use, as you know, 
of Federal funds for partisan political purposes, and they call into 
question the possibility of undue political influence at the VA, as 
well. Have you. Dr. Kussman, or anyone you know at the VA ever 
received a briefing or briefings from the White House that were po- 
litical in nature? 

Dr. Kussman. No, ma’am. 

Senator Murray. None? 

Dr. Kussman. Not — I haven’t, or I don’t know of anybody who 
has. 

Senator Murray. And never heard of them, never been in a 
meeting — 
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Dr. Kussman. I am not aware of that happening. 

Senator Murray. All right. As you heard me talk about in my 
opening statement, we are all pretty cautious about information we 
receive from the VA and I am really looking to find somebody in 
this position that we can trust, that will bring about a culture of 
change, that won’t just paint the happy-dappy picture but will ac- 
tually tell us the reality, because we have a responsibility to make 
sure that those men and women who serve us have what they 
need. And if we are not getting accurate information, if we are 
being told a happy picture and not getting the reality, then we are 
not doing our jobs accurately, either, and it reflects on the perform- 
ance of every one of us. How can you assure us that your going into 
this position will change that culture and really bring about a bet- 
ter, trustworthy, more honest information to this Committee so we 
can do the job we need to do? 

Dr. Kussman. I am not sure how I can convince you other than 
to tell you that that is not my character. That is what I do. You 
and I have talked about this before. I am committed to working 
with you to correct any deficiencies or inaccuracies that we have. 
That is what I do. That is my passion. 

Senator Murray. Thank you. Dr. Kussman. 

Chairman Akaka. Senator Burr? 

STATEMENT OF HON. RICHARD BURR, 

U.S. SENATOR FROM NORTH CAROLINA 

Senator Burr. Thank you, Mr. Chairman. I am at a distinct dis- 
advantage because I don’t read newspapers as widely as others. My 
fear is that if I read the articles about myself, it would probably 
lead me into the bathroom to slit my wrist if I believed everything 
that is in it. 

Mr. Chairman, I want to thank the Administration because they 
have, in my estimation, sent us a man that is incredibly qualified, 
unbelievably experienced, to take on, I think, one of the most dif- 
ficult tasks that we could ask a nominee to do, not only to go into 
an agency that has a challenged background and shown tremen- 
dous progress, but one that is getting ready to go through a decade 
of significant challenges that I think most of us can predict exactly 
what those challenges will be like. 

I want to thank you. Dr. Kussman, for your willingness to do 
this. I want to thank the groups who were willing to publicly come 
in and support this nomination. 

Mr. Chairman, Dr. Kussman have had an opportunity to sit 
down and we have talked about every issue that I thought was rel- 
evant to hear from a nominee. We have explored the outpatient 
challenges of antiquated facilities with the full understanding that 
I have and that he has is that we can’t go out and build new hos- 
pitals everywhere we have got veterans. If we could do that, the 
delivery of care would be seamless. We wouldn’t have the physical 
challenges of somebody having to go from an outpatient entry point 
to a third-floor back room where we are now doing endoscopies be- 
cause that is the only spot we have got. The reality is that we con- 
sistently make changes based upon the available funds. I want to 
thank you for working with the limitations, but also for giving me 
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hope that we have got a vision of where we need to get from a 
standpoint of our VA facility. 

I have talked to him about the challenges of PTSD and 
polytrauma and how that is the makeup of the service personnel 
that we are going to see. It is significantly different from what we 
have seen. 

Mr. Chairman, I believe every nominee deserves to have a cham- 
pion on the Hill. Maybe by default, I will be Dr. Kussman’s, and 
I want to explain to you why. It is because after I got through 
meeting with him, I left the room believing he gets it. He under- 
stands what this job is all about. For a Member that is involved 
about 60 percent of my time in health care on the private sector 
side, and just because of the nature of this Committee pulled into 
it from a committee jurisdiction, there are a lot of people in health 
care today that don’t get it. 

And not only does he get the health care piece, he gets the vet- 
erans’ piece. He gets the fact that these, in some cases kids, in 
some cases parents, in some cases friends, made a hell of a commit- 
ment for us and that we have an obligation to provide the best 
level and delivery of care that we can possibly do and that we can’t 
be shaded by the challenges that it presents to us, we can’t com- 
plain that every one of them is different. We have got to learn how 
to deal with it and to do it successfully. 

So I look at some of the issues that have been raised about this 
nomination. They have expressed that the VA is a bad system. 
Well, you know, we have beat that horse, and it is not perfect, but 
you know, when Business Week magazine did an article last sum- 
mer on it, they said, you know, this is the best performing hospital 
system in the country. It far exceeds the two that I have got in 
Winston-Salem or the multiple systems that I have got in North 
Carolina, and most believe that our State has one of the best deliv- 
ery systems in the country. 

The second belief was that Dr. Kussman’s service as co-chair of 
the DOD Seamless Transition Task Force, that in those focus 
groups, maybe somehow you should have known that Walter Reed 
had problems, since they were held at Walter Reed. As a matter 
of fact, the article was done by salon.com. Now, I am not — I don’t 
read salon.com, but I don’t necessary look to them for the cutting- 
edge news that happens day to day. And I am sure that it sells 
magazines to come to conclusions that people want to find some- 
thing that is in the realm of “gotcha” because this is a town of 
“gotcha,” but the reality is that if you should have known because 
you did it. Congress should have known. 

So if we are blaming you, we should be blaming ourselves and 
we probably should have blamed ourselves before we blamed any- 
body else, even the folks that were in charge of Walter Reed be- 
cause this type of thing shouldn’t happen, and ultimately, when we 
are involved with sign-offs of our leadership, we put a tremendous 
amount of responsibility on them, but that also requires us to do 
a degree of oversight. I want you to know, we are going to do our 
oversight. I think you expect us to do our oversight and we are 
going to continue to do that. 
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We discussed the seamless transition from DOD to the veterans. 
I think that what is important with Dr. Kussman is he has, one, 
acknowledged the problem. Two, he has a desire to change. Three, 
he has a plan to transition. 

Now, DOD has to play a very, very important role in this and 
a commitment to technology and a commitment to the sharing of 
records. I can only speak from my conversation with Dr. Kussman, 
Mr. Chairman. He is more than willing to pick up the VA’s side 
of that transition. Unfortunately, we don’t have the jurisdiction 
over DOD about their willingness, but I am personally going to 
stay on the appropriate Committee Members to make sure that 
DOD, in fact, is a willing partner, but a willing partner at the level 
of commitment that I think Dr. Kussman and the VA is. 

Lastly, I want to end where I started. Dr. Kussman gets it. His 
focus is on veterans. It is on our children, our parents, our friends, 
and making sure that the commitment that we all made as a coun- 
try to our veterans is to provide them with the best possible deliv- 
ery of care for the rest of their lives. I, for one, believe that this 
is the man for whatever number of years he might be there can do 
an exemplary job at representing our best choice as the Medical Di- 
rector at the VA. 

So I have no questions, Mr. Chairman, but I look forward to a 
speedy conclusion to his nomination. I thank the Chair. 

Chairman Akaka. Thank you very much. Senator Burr, and I 
thank you so much for your comments about our nominee and look 
forward with you in trying to move it as quickly as we can. 

Dr. Kussman, if you are confirmed, the mental health needs of 
the returning servicemembers will rightly dominate so much of 
your agenda. Dr. Frese previously testified that the outside advi- 
sory body on mental health, which has been so vibrant, now seems 
dormant. As we know, the demand for care for invisible wounds 
continues to grow, and you have mentioned that. I note that if the 
supplemental is enacted, funding should not be a problem. What do 
you plan to do to improve mental health care? 

Dr. Kussman. Mr. Chairman, if it is dormant, it won’t be dor- 
mant for long, so we will certainly go back and look at the com- 
ments that were made. 

Mental health — we are the largest provider of mental health 
service in the country. As I mentioned, we spend close to $3 billion 
a year and we will spend more now with your help. That does not 
include the Vet Centers, the readjustment counseling. That is a 
separate funding line. We are increasing that. That is critically im- 
portant to us, led by A1 Batres, who is one of my heroes. And we 
are increasing now — by next year, we will have 232 Vet Centers 
around the country. We are putting PTSD treatment teams in all 
our facilities and other groups of people even out into the CBOCs 
to be sure that mental health is available. 

What we need to do is looking — and I will extrapolate a little bit 
with my comments — besides PTSD is the issue of suicide and other 
things that are relevant to this age group. We have educated all 
our people about suicide. We have put suicide counselors in every 
facility. We are putting together a 24-hour suicide hotline. And 
working together, we want people who have a mental health issue 
to be seen right away, not have to wait any period of time, and the 



77 


goal is that we will try to get people in within 24 hours to he as- 
sessed if they come for a mental health issue. 

We have some challenges of getting the resources where they 
need to he, but those are challenges that actually exist in the civil- 
ian community, as well, because there aren’t any resources out 
there. But I am committed to providing the world-class mental 
health care, PTSD and otherwise, for all our veterans. We will 
either do it inside or we will buy it. 

Chairman Akaka. Well, I have also heard. Dr. Kussman, con- 
cerns but have seen nothing official about changes to the readjust- 
ment counseling service. Are there plans to merge readjustment 
counseling service with VA health care? 

Dr. Kussman. No. 

Chairman Akaka. The law is that if a Vet Center is to be moved, 
the Veterans’ Affairs Committees must receive official notification 
of that fact, and I mention this because I understand that a Vet 
Center in Chicago may be moved. Please make sure that we have 
the appropriate notice. 

Dr. Kussman, in your response to my pre-hearing questions, you 
expressed your view that the VA health care system has become 
too decentralized as a result of its division into regional networks. 
You also indicated that this decentralization is a detriment to en- 
suring appropriate consistency and standardization. Will you 
please explain what your plans are for improving standardization 
of care through increased centralization? 

Dr. Kussman. I believe any organization, particularly one that 
went through the tectonic shifts of the mid-1990s when we devel- 
oped the VISN structure, has to continue to assess itself Just par- 
enthetically, we recently had a summit meeting last month to look 
at the 10-year evolvement of the VA from the mid-1996 and the 
millennium changes that took place and one of the things that we 
were talking about is as the pendulum shifts, there has always 
been in health care delivery or other agencies this constant bal- 
ancing of centralization and peripheralization, establishing policies, 
procedures, and standards and then allowing people to implement 
those policies and standards. Health care is local. 

So I believe that — my personal opinion is that potentially the 
pendulum has swung a little too far. It needs to be looked at and 
brought back toward the center, and I think that will help stand- 
ardization and consistency. That is part of my second issue of lead- 
ership, that we need consistence and standard. A veteran should 
have the same care and the same advantages whether they are in 
Maine or Manila and that at times, when you go around the sys- 
tem, sometimes you don’t find that. So that is one of the things 
that is a very important issue for me. 

Chairman Akaka. VA TBI care, mental health care, and pros- 
thetics have each been criticized in recent months for not being the 
best. My goal is to ensure that VA care of all kinds, especially care 
for war traumas, should be the best. How do you answer those who 
wish to contract out most VA care? 
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Dr. Kussman. First of all, Mr. Chairman, let me say that I have 
the same passion you do. It has got to he the best. Shame on us 
if we don’t do that. I believe that with our TBI care, it is the best. 
Sometimes it may not appear that way to some patients. What I 
have initiated is a process where anybody who is unhappy or is 
concerned about the quality of care, we automatically get a second 
opinion from a reputable civilian agency to come in and look at it. 

I want that done for two reasons. One is if, God forbid, we are 
not doing the right thing, then we need to know about it and fix 
it. If we are doing the right thing, at least we owe it to the veteran 
and their families to tell them. But if they still want to go some- 
place else because they think that the care would be better, there 
are options to do that. 

I think in mental health, we are doing the same thing, and as 
I mentioned earlier, our outreach and money put against mental 
health. I will be the first one to acknowledge, when you mentioned 
prosthetics, early on in the war, we had some challenges. We do 
a lot of prosthetic work, as you know, and we probably do more am- 
putations than any other health care system in the country. It is 
over 5,000 a year. But they tend to be more vascular and geriatrics, 
not anywhere near what this new generation of veterans needs. 
They want to go rock climbing and kayaking and play hockey and 
things. Being asked whether you can get off the floor is seen as an 
insult. There were instances like that early on. 

We have changed. We have sent our prosthetists and our people 
to Walter Reed and Bethesda and Brooke to train them and get 
them up to the same level. So we will buy anything for anybody 
for whatever they need. One of the issues is that sometimes there 
is experimental stuff with prosthetics going on at Walter Reed and 
that is the only place you can get it. We would obviously encourage 
people to go back there. 

But as far as outsourcing the care in the generality of things, I 
would be concerned. I think that we need to partner with the civil- 
ian community to get care as appropriate and we are looking at 
that. But one of the strengths that we have by keeping people in 
our system is to assure the quality, the integration, and the con- 
tinuity of care with our electronic health record and things. So I 
think that we do need to partner with the civilian community, but 
to make it a common practice that would be of concern to me. 

Chairman Akaka. Well, we also hear that the Brooke Army Med- 
ical Center is a premier rehabilitation facility for war injuries, and 
I am so glad you did mention about prosthetics and how far we 
have advanced on that and continue to do that. I look forward to 
see what you can do in keeping this operating. 

I really appreciate your responses. Dr. Kussman, and also your 
patience and your family’s, as well, and all those who are here. 

So in closing, I again thank all of our witnesses for being here 
today. We could not have had a truly informed hearing without 
your insight and your perspectives. I also want to again thank Dr. 
Kussman’s family for their presence here today. 

As you all know, every organization needs an unquestioned lead- 
er. It is not optimal for the Veterans Health Administration to 
have an acting leader for an indefinite period of time. With this in 
mind, I will work, I want to tell you, I will work to move Dr. 
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Kussman’s nomination prior to our adjournment for Memorial Day 
recess, but we will see. 

I want to again say mahalo, thank you, and aloha to all of you. 
This hearing is adjourned. 

Dr. Kussman. Mahalo, Mr. Chairman. Thank you. 

[Whereupon, at 12:38 p.m., the Committee was adjourned.] 




APPENDIX 


Prepared Statement of Hon. Bernard Sanders, 

U.S. Senator from Vermont 

Thank you Mr. Chairman and thank you for holding this important hearing. I 
want to welcome Dr. Kussman and his family as well as the other witnesses we 
have with us today. Thank you for being here to share your views. 

Mr. Chairman, I don’t have to tell you that today’s VA faces enormous challenges. 

We have a backlog of over 400,000 claims waiting to be processed. 

We have the VA reportedly paying $3.8 million in bonuses to its employees while 
veterans are on waiting lists all across this country and Category 8 veterans are 
not allowed in at all. Some of those receiving bonuses are the very same people that 
were responsible for the over $3 billion VA budget short fall in 2005 as well as gam- 
ing the VA claims system so that it looked like claims were being processed faster 
than they were. 

We have the Institute of Medicine and National Research Council reporting on 
May 8th of this year that “[a] surge in the number of disability claims for PTSD 
has revealed inconsistencies in compensation levels awarded across the country, 
raising questions about the effectiveness of the VA’s current ways of assessing and 
rating this condition, and whether some veterans are getting payments that are too 
low, too high, or unmerited ... It urged the VA to base compensation decisions 
on how greatly PTSD affects all aspects of a veteran’s daily life, not just his or her 
ability to be gainfully employed.” 

Reuters reports that “the Department of Veterans Affairs estimates 12 percent to 
20 percent of those who served in Iraq suffer from PTSD. A 2004 Army study found 
16.6 percent of those returning from combat tested positive for the disorder.” 

We have USA Today reporting on May 3 that “from 125,000 to 150,000 U.S. 
troops may have suffered mild, moderate or severe brain injuries in Iraq and Af- 
ghanistan.” As many note, that is a number far higher than what the official cas- 
ualty figures of 26,000 tell us. 

The Associated Press reports that the Defense Department’s Task Force on Men- 
tal Health tells us in its study that it “found 38 percent of Soldiers and 31 percent 
of Marines report psychological concerns such as traumatic brain injury and post- 
traumatic stress disorder after returning from deployment . . . Among members of 
the National Guard, the figure is much higher — 49 percent — with numbers expected 
to grow because of repeated deployments.” 

Army Times tells us “Suicides are up among combat vets, mental health issues 
are worse among those who deploy often and for longer periods, ...” 

For example the Army Times explained that Marine Commandant General James 
Conway of the military’s Mental Health Advisory Team recently reported: 

“Soldiers and Marines who have faced the most combat situations, deployed for 
longer periods of time, and deployed more than once face more mental health issues, 
according to a survey of 1,320 soldiers and 447 Marines. Of those on a second, third 
or fourth deployment, 27 percent screened positive for mental health issues, com- 
pared to 17 percent of first-time deployers. And 22 percent of those in-theater for 
6 months or more screened positive for mental health issues, compared to 15 per- 
cent of those who had been there fewer than 6 months.” 

The list goes on and on, Mr. Chairman. 

My question today is does the VA, does Dr. Kussman recognize the challenges 
that the VA is up against? Will they stop all the stonewalling and the games with 
requesting low amounts of funding for the VA and work with the Congress to pro- 
vide the services and benefits that our veterans need in a timely manner? We need 
a partner that will work us, not tell us that “we have it all taken care of.” 

The VA is filled with wonderful and dedicated employees, there is no doubt about 
that and they give great care to many veterans once they get into the system. 

( 81 ) 
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But for too many the VA is a bureaucratic organization where red tape is the 
norm. As many have said, the VA needs to be an advocate for the veteran not an 
adversary. 

We have a lot of work to do, Mr. Chairman, and I look forward to hearing from 
our witnesses today about Dr. Kussman’s ability to meet these challenges. 

Thank you, Mr. Chairman. 


S Senate 

Washington, DC, May 14, 2007. 


Hon. Daniel K. Akaka, 

Chairman, Committee on Veterans’ Affairs, 

U.S. Senate Washington, DC. 

Dear Mr. Chairman: It is my understanding the nomination of Dr. Michael 
Kussman to become the Under Secretary for Health in Department of Veterans Af- 
fairs is scheduled for May 16, 2007. Dr. Kussman is also a retired Brigadier Gen- 
eral, U.S. Army (Ret.). He has an extremely impressive 10 page Curriculum Vitae 
which I have attached. In my view, he will make an outstanding Under Secretary 
for this vital function. I urge your support for his nomination. 

Aloha, 

Daniel K. Inouye, 
United States Senator. 
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